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To control drug and serum reactions... 


PYRIBENZAMINE 


J 


maximal effectiveness 


with minimal side effects 


“The itching is benefited most, although the edema is usually also 
reduced and held in abeyance.” 


In numerous clinical studies, the efficacy of Pyribenzamine hydro 
chloride has been demonstrated in prophylaxis and treatment of allergic 
reaction to liver extract, penicillin, the sulfonamides and certain oles 
drugs."** The administration of Pyribenzamine prior to a desensitizing 
dex: ot is frequently successful in preventing 
reactions.* 


The average dose for adults is 50 mg. 3 to 4 times daily, which in 
some cases may be reduced, or in the shecsee of side effects may be 
increased up to 600 mg. per day. Pyribenzamine is distinguished by high 
potency with minimal side effects. 


1. Feinberg, S. M.: Postgrad. Med., 3: 92, Feb., 1948; 2. Arbesman, C. E., et al 

J. Allergy, 17: 275, Sept., 1946; 3. Feinberg, S. M., and Friedlaender, S.: Am. J. Med. 

Sci., 213: §8, Jan., 1947; 4. Fuchs, A. M., et al.: J. Allergy, 18: 385, Nov., 1947. 
PyrIBENZAMINE: Scored tablets §0 mg., bortles of 50, 500 and 1000; Elixir 7! mg. per cc.y 


bortles of 1 pine and 1 gallon. (Council Accepted.) 


Ciba PHARMACEUTICAL PRODUCTS, INC., SUMMIT, NEW JERSEY 


PYRIBENZAMINE (brand of tripelennamine )—Trade Mark Reg. U.S. Pat. Off. 2/1412M 
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Bowel Management 


of the Irritable Colon... 


“As an aid in reestablishing a normal rhythm, the tem- 
porary use of a bland bulk-producer ... may be bene- 
ficial. ... Patients having irritable colon who believe they 


are suffering from constipation commonly use high-residue 
diets,... They may not realize that this practice is similar 
to using irritating cathartics or large enemas and often 
increases the tendency to constipation by increasing 
spasm of the colon."’* 


Metamucil is ‘a bland bulk-producer” which gently 
initiates reflex peristalsis and movement of the 
intestinal contents. The ‘smoothage” therapy of 
Metamucil encourages a return of the normal func- 
tion of the colon without irritating the mucosa. 


METAMUCI 


is the highly refined mucilloid of Plantago ovata 
(50%), a seed of the psyllium group, combined 
with dextrose (50%) as a dispersing agent. 


SEAR LE RESEARCH IN THE SERVICE OF MEDICINE 


*Collins, E. N.: The Diagnosis and Treatment of Irritable Colon: Physiologic, Local, 
Irritative and Psychosomatic Factors, M. Clin. North America 32:398 (March) 1948. 
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meeting realistic needs 


in smooth muscle spasm ... 


The realistic need to allay nervous tension 

in patients with smooth muscle spasm is met 
with Syntronal which combines dependable 
antispasmodic Syntropan with phenobarbital. 
It selectively inhibits parasympathetic activity, 
directly relaxes smooth muscle cells and at 
the same time relieves the causative or 
accompanying tension, Syntronal is indicated 
for the relief of spastic disorders of the 
gastrointestinal and genitourinary tracts, and 
in dysmenorrhea with uterine muscle spasm. 
Fach sugar-coated tablet contains 50 mg 

of Syntropan and 15 mg of phenobarbital, 


Bottles of 30 and 100. 


HOFFMANN-LA ROCHE INC, e NUTLEY 10 e N, J. 


Syntronal 


Kindly mention the Review coriting 
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THROAT SPECIALISTS PROVE 
CAMEL MILDNESS IN 


30-DAY SMOKING TEST 


@ Ina recent coast-to-coast test, 
hundreds of men and women 
smoked Camels—and only 
Camels — for thirty consecutive 
days. They smoked on the aver- 
age of one to two packages of 


Camels a day. Each week dur- 


ing the entire test period, the 


throats of these Camel smokers 
were examined by throat spe- 
cialists. A total of 2.470 careful 
examinations were made. And 
after correlating these case his- 
tories, the throat specialists 


reported 


“NOT ONE SINGLE CASE OF THROAT IRRITATION 
due to smoking CAMELS.” 


MONEY -BACK GUARANTEE! 
test them as you 
at any Lime, you 

winced that Camels 


than any other cigarette 


When three leading independent research organizations 
asked 113,597 doctors what cigarette they smoked, 
the brand named most was Comel. 
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therapy of 
PEPTIC ULCER 


The gastric pH range which is safe for the peptic ulcer 
patient lies between 4 and 5. In this “safety zone” 
there is neither pepsin activity (which may cause con- 
tinued erosion or bleeding) nor stimulation of excess 
acid production. 


Tricreamalate, a balanced blend of aluminum hydrox- 
ide gel with magnesium trisilicate reduces acidity 
within the stomach to pH 4 to 5. Absolute neutrality 
is not reached. Hence, there is no stimulus to “acid 
rebound” and no alkalosis. 


Through the formation of a protective coating and a 
mild astringent effect, nonabsorbable Tricreamalate 
is soothing to the irritated gastric mucosa, relieves 
gastric pain and heartburn, and aids in healing 
peptic ulceration as well as in preventing recurrence. 


Tricreamalate 


Bottles of 12 fl. oz. Aluminum Hydroxide Gel with Magnesium Trisilicate 


LIQUID 


TABLETS 
Tins of 12 
Bottles of 100 and 500 


Kindly 


Dose: 1 or 2 teaspoonfuls or tablets every 2 to 4 hours. 


New York 13, N. Y. WINDSOR, ONT. 
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MONITAN 


a new approach to a group of common and difficult clinical problems 


MONITAN is a palatable solution of sorbitan monooleate 


polyoxyethylene derivative. 


MONITAN will efficiently emulsify fats, oils and fat-soluble substances 


for better absorption. 


MONITAN is indicated in the treatment of impaired fat absorption 
Lindl where excess quantities of fat are excreted (steatorrhea). 
Celiac Disease—Impaired Biliary Cycle—Sprue— Pancreatic Fibrosis— 
Regional Enteritis—Intestinal Hypermotility— Reduced Absorbing 
Surface in the small intestine—Diminution of Digestive Enzymes— 


Malnutrition due to improper fat absorption 


ae MONITAN is given orally. 
Adults—one to two teaspoonfuls three times daily with meals 


or as prescribed. 
Children—under three months at doctor’s discretion. 
5—10 ec. 
10—15 ce. 
15—20 ee. 
20—25 ce. 


3 to 6 months 
6 months to 1 yr. 
1 year to 6 years 
over six years 


~ 


~ 
“| MONITAN is supplied in 12-02. bottles. 


WRITE T0: Medical Department for additional information and samples. 
* Jones, C. M., Culver, P. J.,. Drummey, G. D., and Ryan, A. E.: Ann. Int. Med. 29:1,1948. 


IVES-CAMERON COMPANY, INC. 
22 East 40 Street, New York 16, N. Y. 
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CHOLECYSTAGOGUE 


and 


CHOLERETIC 


Proper nomenclature and definition of the action of pharmacologic 
agents on the biliary tract encourages clear thinking, discourages mis- 
representation and aids in the choice of the proper therapeutic agent. 


We are grateful for the clarifying and authoritative statement recently 
made by Ivy (1) regarding the correct application of the terms “chole- 
cystagogue” and “choleretic”. It is definitely established now that a 
cholecystagogue is an agent which causes or promotes the evacuation 
of the gall bladder. Fatty acids (oleic acid) are effective cholecystagogues. 
A choleretic possesses the property of increasing the output of bile. Bile 
salts and bile acids are most effective choleretics. They do not however 
promote gall bladder evacuation; in other words, are not cholecystagogues. 


by virtue of its oleic acid and bile salts 
content is both an effective choleretic 
‘and cholecystagogue. This has been amply proven (2, 3, 4). 


Thousands of discriminating physicians in the past two decades have recog- 
nized this superiority of EXICOL and availed themselves of its therapeutic 
advantages in the management of disorders of the biliary tract. 


. 2 : Chronic cholecystitis, chronic (non-calculous) cholangitis, functional 
biliary insufficiency and preoperative and post-operative management of biliary 
tract conditions. 


Dosage : Two capsules t. i. d., a. c. Marketed in boxes of 36 and 100 capsules. 


1. Gastroenterology 3:54, 1944 3. J. Lab. and Clin. Med. 18:1016, 1933 
2. Am. J. Roentgenol. 19:341, 1928 4. J. lab. and Clin. Med. 19:567, 1934 
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ROENTGENOGRAPHIC VERIFICATION 


Of Effective Carminative Action 


The clinical value of Allimin Garlic Tablets for car- 
minative medication has been corroborated by con- 
trolled X-Ray studies. 

A series of gastro-intestinal patients was studied 
roentgenographically with and without Allimin medica- 
tion. A comparison of the films demonstrated that 
Allimin Garlic Tablets have a sedative action on the 
stomach and intestines, relax spasm, retard peristalsis 
and disperse gaseous accumulations. 

Allimin is the original garlic tablet recommended for 
use aS a Carminative. Each tablet contains 4 3 4 grains 
of dehydrated garlic, flavor modified with dehydrated 
parsley and sugar-coated for palatability. 


Liberal Professional Samples and Literature on Request 


the Safe and Effective Carminative . . Aalbimin 


VAN PATTEN PHARMACEUTICAL CO., Chicago 26, Ill. 
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...was developed to fill the 
“need for an insulin with 
activity intermediate between 
that of regular insulin and that 


. . . . se] 
of protamine zinc insulin. 


IN 1939, Reiner. Searle and Lang described a new 


“intermediate acting” insulin. 


IN 1943, after successful clinical testing. the new sub 
stance was released to the profession as “Wellcome? 


brand Globin Insulin with Zine “B.W. & Col 


TODAY, according to Rohr and Colwell. “Fully 60% 
of all severe diabetics can be balanced satisfactorily”? 
with Globin Insulin & Coo — or with a 2:1 mixture 
of regular insulin: protamine zine insulin, Ready-to-use 
Globin Insulin & provides the desired inter- 
WITH ZINC 2 = mediate action without preliminary mixing in vial ot 
syringe, 
In 10 ce. vials, 40 and 


‘B.W.& CO.’—a mark to remember 


z BURROUGHS WELLCOME & CO.(U.S.A.) INC. Tuckahoe 7, New York 
Kina R verity ha 
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SYMPOSIUM ON ULCERATIVE COLITIS 


DIFFERENTIAL DIAGNOSIS OF ULCERATIVE COLTTIS* 


BURRILL Bo. CROTIN, 
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red spot will appear on one buttock near the anus and the cause of the fever and 


severe prostration becomes clarified. 


It is most important to recognize that form of ulcerative colitis which involves 
the rectum alone. Ulcerative proctitis Is a 1 of ulcerative colitis, but ot the 
same gender. It may remain throughout a proctitis; or the proctitis may be the 
source of origin from which the proximal colon will be fed infection and will 
eventually be involved by oral extension. The purely rectal form, as proctitis, ts 


very interesting, and often severe, being marked by great urgency and frequency 


and by much show of bright red blood. ‘Phe process is most marked just: within 


the anal sphincters, involves the ampull: f the rectum and to or just beyond the 


rectosigmoid angle. The rule that the intensity of the diarrhea is in proportion to 
the proximity to the anal sphincters is well illustrated in the type ase. These 
are very resistant forms of the disease, may remain and recur for years in the 


rectum alone. They do not form strictures as does Ivmphopathia venereum; thes 


are amenable to local retention enemas of neutral acriflavin 1:4000, and to sul 


| 
fonamides in the favorable cases. Vhe bleeding can often be controlled by large 
doses of synthetic Vitamin Ko even though the prothrombin time is within the 
normal range. 

Occasionally amebiasis lov a rectal pattern: thi as seen during the 
Chicago epidemic ota few Vears ago. Funga ing Masses, Porvy id sim tlating the 


feel of a carcinomatous neoplasm are verv confusing 11 ‘istaken for 


cancer, 
Only alertness and scientific aware will eall { he identi of ameba 
histolytica which are easily found if sougl either liquid or in the 
biopsy punch. This brings up the question of differentiation of amebiasis from non 
specific ulcerative colitis, Olten 
frequently either not reliable « 


brevity of time and space often 


he clinician to stop long 


enough to examine the stool personally. Often 


are excitedly reported 
by a technician on one examination and the finding can never be duplicated on 


succeeding examinations. Chronic amebiasis is rarely accompanied by fever, the 


acute forms particularly during endemics. may be truly febrile in nature. Where 


doubt or suspicion arises, the matter mav be di ved me of twe 


procedures. 
\ biopsy of the rectal wall is the most certain way of staining for and identifying 
amebae for they may be present in the submucosa and n » found in the fluid 


rectal discharges. Or the therapeutic trial of emetin and carb: » or diodoquin 


is warrantable, for these drugs are usually armless and vet so specific that 
within a few days the brilhant theraneu Feet is striking and convincing. Of 
course, in the long rang hronic cases. the eranulom: lass and infiltration 
in the cecum and ascending colon are ve haracteristic but one should not watt 
for such an eventuality before essaving a therapeutic trial. Mmetin in my expert 
ence is a relatively harmless drug since myocardial damage and peripheral neuritis 
as oa tOXIC atte effect are extremel\ mus ral. | have recently seen a man who 
received for chronic amebiasis thirty seven courses. of emetin therapy, each 


course ten injections, sustained over a period of thirty vears; absolutely no malevo 


make fr 


lent effect had been noted on myocardium or nervous systems. Only once have I 
seen carbasone produce arsenical nerve injury to the spinal cord; diodoquin rarely 
vives 1odinism. 

The bacillary dysenteries and the chronic salmonella infections are rare in 
this climate. It is well known that the finding of a positive culture of Shigella 
Dysenterae is possible only in the first few days of an endemic and is likely to be 
negative thereafter. Nor is the finding of a weak agglutination titre to stock 
culture very convincing since the agglutination is so little specific as to be 
capable of production by many othe pecific gram negative organisms 
of the B coli group. Nor is there any ‘cific therapeutic trial for the 


establishment of th 


diagnosis of Shigella infection since the literature is not con- 


vincing as to the effects of the insoluble sulfonamides in promptly controlling the 


infection. The Salmonella group may occasionally constitute the infecting agency 
in chronic diarrheas simulating ulcerative colitis, but here the pure culture obtain 
able from the stool and even positive blood cultures for Salmonella easily identify 
the nature of the underlying infection. 


The segmental form of ulcerative colitis created difficulties in diagn sis. The 


negative sigmoidoscopy throws the unwary clinician off guard; unless he is aware 
that inflammatory lesions may involve only the proximal colon or the terminal 
ileum he may, because ( f the negative sigmoidoscopy, close his book and errone- 
ously exclude ulcerative colitis involving cecum and ascending colon, or isolated 


f transverse colon or even single areas of splenic flexure and descending 


segments Of 1g 
the colon may be involved particularly in late cases, except 
and rectum. This particularly is important because of the tendency 
regional or segmental colitis to advance distally trom its proximal seat Of Origin. 


1] 


looked. it will time traverse descending colon, 


the segmental colitis is Vel 


sigmoid and eventually the rectum. If surgical help is to be invoked, as it must be 


in the progressive cases, then the disease must be identitied an staved by an 
ileosigmoidostomy with exclusion of the proximal sigmoid before the rectum ts 
implicated. Once the rectum is involved hope for surgical cure 


At or about the ileocecal valve one encounters two diseases that must 
considered in the differential diagnosis of ulcerative colitis. Not two, rather three 
diseases. Amebiasis limited to the cecum and ascending colon simulates segmental 
colitis and can be differentiated only by exacting and painstaking search for active 


amebae or CVsts in tl e stool o1 by the tl erapeut tests. 


Heocecal tuberculosis may occur either in the primary or the secondary form. 
The primary form is exceedingly rare, occurs in residents of rural areas where 
unpasteurized milk is drunk, appears as a limited segmental form of colitis or ieitis 


and is entirely disappearing as a clinical entity as the result of sanitary state and 
city supervision of milk supply. Vhe secondary form of hypertrophic ileocecal 
tuberculosis occurs only with active lung lesions with cavitation and _ positive 


sputums In the presence of ; pen lesion in the lungs, a granulomatous morbid 
process at or about the tleoces al valve may = resumed to be or should rightly 
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—| 
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be strongly suspected of being tuberculous in nature. Lacking such a breaking 
down caseating focus in the lung, the same lesion should be conserved, unless 
otherwise proven, to be nonspecific in nature. 

The third disease at the ileocecal valve to be considered in the differential 
diagnosis of ulcerative colitis is regional ileitis. Given a case with fever, diarrhea, 
abdominal pain and anemia, given a negative sigmoidoscopy and only a proper 
radiographic study can truly indicate the site and nature of the lesion. Tleitis ts 
usually distinguished by a mass in the right lower abdominal quadrant, by fistulas 
to the abdominal wall, by internal fistulas from terminal ileum to other loops ot 
small or large bowel, and/or, by perianal fistulas and abscess infections. ‘The 
“string-sign” of Kantor, in the advanced cases with cicatrization, or the disturbed 
mucosal pattern of the distal ileum in the more recent cases, the internal intestinal 
fistulas demark the typical case of ileitis. In the segmental form of right-sided 
colitis the irregular outline, the crenelation, the dentated appearance of colon 
border, the foreshortening and smooth border of the affected portion of the right 
colon indicated accurately the site, the extent and the sensity of the pathologi 
cal process. 

The perirectal manifestations, the perianal suppurative foci, ischiorectal ab 
scesses, fissures and fistulas unfortunately are not specific for any form of ulcerative 
or granulomatous lesion for they occur with ileitis, within both types of ulcerative 
colitis and with intestinal and systemic tuberculosis. Only two modifying state 
ments may be made. While in former vears or earlier decades such fistulas were 
regarded as being tuberculous in origin in 38 per cent up to 80 or 90 per cent of 
incidence, now it is known that less than ten per cent are actually tuberculous and 
over ninety per cent are nonspecific in nature. 


Phe second generalization regarding perirectal fistulas is an important one. 


The combination of perianal fistula, and diarrhea, bespeaks an organic origin 


since the functional diarrheas are not complicated by suppurative manifestations. 
Thus nervous diarrhea, irritable bowel, so-cailed mucous colitis, gastrogenous 
pancreatic, thyrogenic and allergic diarrheas, are never associated with perianal 
suppurative abscesses or fistulas. Exceptions to this rule are exceedingly rare. There 
remains to be considered in the differential diagnosis of colitis and the diarrheas 
such truly intrinsic organic origins as carcinoma of the colon and diverticulitis 
both of which should be easily identified by abdominal palpation, rectal digital 
palpation, by sigmoidoscopy, and by barium enema study. Provided of course 
that the clinician is sufficiently astute and experienced as to remember that the 
digital examination and the sigmoidoscope are the sine qua non of the gastro 
enterologist and the proctologist but not their sole field of monopoly. Not every 
clinician or practitioner may be highly proficient in the technical use of the sig 
moidoscope or be trained in the reading and the interpretation of the findings but 
at least he is expected to recognize the indications for its use and know where to 


find one who is expert and adept in the diagnostic use of that important instrument, 
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The functional, the psychic, the allergic diarrheas and those that originate in 


the thyroid, the pituitary, the pancreas, or in the stomach the seat of achylia 


gastrica need no differentiation from ulcerative colitis. ‘}hey do come into play 


and consideration where the colon and the ileum and jejunum have been excluded 
as the organic seat of origin. Then the distal foci which might initiate diarrhea 
must be considered. Vhe absence of fever, pain, rectal complication, and the nega- 


tive x-ray findings, soon direct attention to the more distal points of origin. 


MEDICAL MANAGEMENT OF ULCERATIVE COLTTIS* + 
MOSES PAULSON, BS., F.A.C.P.** 
re, Md 

There is no magic wand to offer in the therapy of any chronic or recurring 
disease. No one group of methods, much less a single method, will prevail ade- 
quately under its varying manifestations. Certainly, this is true of ulcerative 
colitis. 

Substantiation is to be had in the multitudinous therapies in vogue in this 
disorder during this generation. Although etiology and therapy are frequently 
unrelated, the following have been directed against assumed, often unproved as 
well as disproved etiologic agents: 

Bacteriological approaches as: 
al. Vaccines. 
b. Sera. 
c. ‘The bactertophave. 
d. Chemotherapy—the sulfonamides. 
e. Antibiotics as penicillin and streptomycin. 
Parasitological considerations:—specitically, amebicides. Although 
used empirically, they are employed usually in the hope of destroy- 
ing the assumed presence of undetectable Hndameba histolytica. 
Neurogenic aspects involving vascular and muscular spasm, the 
latest of which ts the sectioning of the vag. 
Deficiencies: —Replacement and maintenance of adequate vitamins, 
and organic and inorganic elements. 
Allergy :—Desensitization or elimination of offending allergens, 
Metabolic hyperthyroidism and 
adrenal involvement, 
Psychogenic states. 
Viral features. 
Hormones: Use of intestinal extracts. 
Enzymes:—Lysozyme activity. 


The lesson to be learned from the foregoing is that these numerous and dis 


similar approaches attest not always so much to ignorance as to the complexities 


of the disease and the multiple factors involved. Therefore, my purpose is two-fold: 

1.) ‘Vo deviate thinking from any unitarian etiological concept in ulcerative 
colitis. Po assume so, means treating this process by essentially one major method. 
experience has shown that any one approach, regardless of its nature, has failed 
When applied to a/l cases of ulcerative colitis. 
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2.) ‘To offer some guiding principles in the management of this disease, based 
on my experimental and clinical studies of this disease at The Johns Hopkins 
Hospital for two decades. 

Ulcerative colitis, then, is a syndrome not unlike bronchial asthma in a non- 
allergic sense. Recognizable and nonspecific, as well as undemonstrable factors 
produce fairly constant pathological and clinical patterns. 

Adequate management depends on the recognition of three major groups: 
I.) Vhe relatively mild. II.) Vhe fulminating. III.) ‘The intractable. 

I. The relatively mild constitute 50 to 55 per cent of cases. Defecations vary 
from about 2 to 6 in 24 hours. The disease ts restricted to the rectum and sigmoid, 
and sometimes to the lower descending colon. The temperature and pulse are 
normal or slightly elevated. There are litthe or no constitutional manifestations, 
complications or sequelae. The sedimentation rate (Wintrobe technic-corrected ) 
is about 20 to 30 in the female; 15 to 25 in the male. The liver function tests 
and the blood cholesterol are normal. Vhe patient is usually ambulatory. Hospitali- 
zation is often employed but ordinarily is not essential for satisfactory manage 
ment. ‘There are self-limited tendencies toward arrest occurring within a few 
weeks to 2 to 3 months after onset, with an intermission of unpredictable dura- 
tion. Recurrence may or may not involve other intestinal segments; a few may 
migrate eventually to other forms already referred to and to be described. ‘The 
execution of the following general principles has been found to be adequate in 
the control of this phase:— 

(1) Dietotherapy:—A minimal stimulating routine without milk, fruits 
and vegetables. After a few days, additions are made so that in about 10 
davs to two weeks the routine ts well balanced and smooth. 

(2) Vitamin therapy:—Vhis is given orally or intramuscularly, depend 
ing on the severity of the process or the extent of bowel frequency. It will 
make up the deficiencies of the earlier phases of the above diet and will 
replace loss incident to the disease and maintain such needs. 

(3) Simple psychotherapy:—Vhis can often be better handled by a 
competent physician who is capable of approaching a problem from the 
psychological standpoint. Where this limitation is present, the cooperation 
of a psychiatrist will be found helpful. 

(4) Pharmacotherapy: 

alliatives: 


a. 


Sedatives. 


Antispasmodic 
3 


Hypnotics. 
Adsorbents as Kaolin or colloidal alluminum hydroxide. 
Narcotics—rarely. 
(5) Chemotherapy: 
Suceinyl-sulfathiazole (sulfasuxidine). 


Phthahal-sulfathiazole (sulfathaladine). 
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These chemotherapeutic preparations appear to have their place here. They 


are poorly absorbed and, therefore—1) seem applicable to this phase of the disease 


which is essentially local, and—2) can be given indefinitely, except in rare instances 
where hematologic, kidney or hepatic alterations occur. They are readily detected 
by proper examinations performed periodically on all receiving these drugs. 
Immediate cessation of administration is accompanied usually by spontaneous 
reversion of these changes to normality. Vhus, I have given sulfasuxidine to many 
for 3 to 5 consecutive years. The hope of discovering some agent which may be 
of aid in prophylaxis and the insistence of some patients that the disease recurs 
and intermits after its respective withdrawal and re-institution accounts for this, 
Patients among this group have made no similar claims for any other method 
of therapy. Here bacteriostasis probably facilitates reversion toward normality 
but the therapy is not specific. 

Ikven though T have an impression that these preparations, particularly 
sulfasuxidine, are distinctly helpful in this phase of the disease, there is no satis 
factory proof of this. There are no control studies; this aspect of the process 
tends to be self-limited; and this group as a whole responded well to othe: 
medical measures before the advent of chemotherapeutic and antibiotic agents, 
and more intensive psychotherapy. The critical clinician will view the favorable 
claims of newer therapeutic measures with the foregoing considerations in mind. 

(6) Psychiatric exploration should and can be undertaken in this active 
phase of the disease. At times such investigation may temporarily exaggerate 
the process by bringing certain problems to the fore. Nevertheless, if psycho- 
venic factors are present and adequate therapy is instituted, it may facilitate 
arrest. If necessary, or indicated, psychotherapy can be pursued after arrest 
in the hope of obviating this factor in recurrence, thus possibly reducing, if 
not avoiding, the frequency and severity of subsequent bouts. However, to 
what extent such benefit actually accrues is sull unknown. First, not all with 
ulcerative colitis have incriminating psychological factors (Paulson and Conn). 

Secondly, although psychotherapy in this field is not new, there are no control 

studies and the problem from this standpoint has never been approached 

quantitatively, 

Notwithstanding, T have an impression that where the psychogenic considera- 
tions seem to bear some relation to the disease, the concurrent use of psycho- 
therapy, dietotherapy and chemotherapy appears to be more effective than 
chemotherapy and dietotherapy without) psychotherapy or mere dietotheraps 
alone. 

(7) Rarely have T found need for antibiotic agents in this phase of the 
disease. 

Incidentally, vaccines and sera were found useless by me as far back as 1930. 


Il. At the other extreme stands the fulminating type consisting of about 10 
per cent of cases. ‘The onset may be sudden, or insidious as when there is migra- 


tion of a small number of the relatively mild or intractable states. When seen 
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full-blown it is characterized by: a) hyperpyrexia; b) pronounced tachycardia; 
c) marked toxemia; d) varying degrees of prostration; e) ten to thirty sanguinous- 
purulent movements in 24 hours; f) distention not due essentially to aerophagia 
and sometimes rebound tenderness; g) profound sequelae often, but not always, 
as hemorrhage, striking anemia and deficiencies in organic and inorganic elements; 
h) serious complications as hepatic damage suggested by tenderness in the right 
upper quadrant, even when the liver is not palpable; 1) the sedimentation rate 
(Wintrobe technic) is 45 or more. Serial liver function tests will offer furthe: 
objective proof of hepatic deterioration, and the blood cholesterol is around 100 
mg. per cent or under (Paulson and Gladsden). ‘Vhe prognosis is grave; this ts 
particularly so when there is mere transient disorientation, later hiccoughing on 
delirium. even this fulminating phase is not without its unpredictable self-limited 
propensities: at times, death in the face of every known maneuver; on other 


occasions, a miraculous, apparently spontaneous, often unexplainable arrest. 


In this severe phase of fulminating ulcerative colitis, both the medical and 
surgical managements are fraught with an equally high mortality. Psychotherapy 
cannot be entertained here, because the patient ts too ill. Heostomy as a lifesaving 
measure Is subject to as much as a 50 per cent mortality. A careful surgeon will 
be loathe to operate under these circumstances. Medical management offers no 
worse prospect: The principles involve rest to the digestive tube, replacement, sup- 
portive and antibacterial therapies. Vhis is accomplished by the use of the Miller- 
Abbott tube to deflate the intestine, total intravenous alimentation of the writer 
to which further reference will be made, vitamins intramuscularly, blood and 
plasma as well as sulfonamides and antibiotic agents. 

Vhe intractable 


tremes, numbering 33143 to 40 per cent of cases. ‘Vhese are of two types: 


group stands between the already described two ex 

1) Long, severe recurrences with brief intermission. ‘Vhese are small in 
number, 

2) Particularly those with virtually continuous activity of varying extent 
and intensity from months to vears, resulting in fluctuating degrees of 
incapacity. ‘These are characterized by: (a) chronicity; (b) wasting; ) 
relatively no toxicity or slight toxicity; (d) moderate to severe weight loss, 
debility and dehydration; (e¢) moderate tachycardia and pyrexia; (f) exten- 
sive colonic changes which are apparently irreversible; (g) the terminal ileum 
is often dilated and may be mildly involved as seen by the x-rays. The 
sequelae are anemia and deficiencies in organic and inorganic elements. The 
complications are arthritis, fistula, erythema nodosum and other skin mani- 
festations, carditis and hepatic disturbances. Nearly all manifest one or more 
of the sequelae and complications. 

Spontaneous arrest is not the rule. This phase usually has failed to 
respond adequately to any type of medical management, including sulfona- 
mides and antibiotics. As a result, the greatest number of ileostomies are 


recruited from this group. 
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In 1945 at The Johns Hopkins Hospital [ introduced in this phase of 
the disease, a management consisting of total intravenous alimentation and 
intramuscular vitamin therapy, for from 14 to 40 days (usually 14 days, 
and at times as much as 21 days) and designated as “total parenteral alimen- 
tation and therapy”. This has been found by me to be the only consistent 
measure to offer any hope in this phase. At least 24 of those for whom 
nothing further could have been accomplished by medical means, were 


brought under control within three weeks. [leostomy was offered to failures. 


RarionALeE oF ‘Toran PARENTERAL ALIMENTATION AND “THERAPY 

1. Rest of the digestive tube by interdicting everything by mouth includ- 
ing water. This reduces secretory, excretory, absorptive and motor activities 
to a minimum. It deflates the intestines and reduces flora. 

2. The establishing of adequate intake, digestion and absorption by other 
routes in consequence of anorexia, psychophagia, intestinal involvement, and 
hypermotlity. 

3. The replacement and maintaining of: (a) adequate water: (b) elec 
trolvtes; (c) vitamins. 

4. Furnishing sufficient nitrogen to replace loss associated with 

a. starvation or inadequate intake; increase in nitrogen output through 
tissue injury, as well as loss of whole blood and plasma through inflam 
matory exudation and uiceration into the wall and lumen of the intestine; 
and the febrile reaction and its concomitant increase in protein catabo- 
lism. 

b. ‘Vo aid in the regeneration of damaged tissues. 

c. To protect or treat the liver which may or may not have become 
involved through ascending infection, toxemia or hypoproteinemia. 

5. ‘To give adequate carbohydrate for: (a) Calories. (b) ‘To protect: or 
treat the liver. (c) ‘To spare proteins. 


This is accomplished by giving intravenously : 


I. ‘The protein hydrolysate, Amigen. {25 calories per kilogram of body 


a The monosaccharide glucose. ) weight al complete bed rest. 


At least 2 grams of glucose for every gram of protein. 

The inorganic elements in the form of a) sodium chloride. b) potas- 

sium chloride. ¢) calcium chloride. 

Water. 

Vitamins, intramuscularly. 

Plasma and whole blood is added as indicated. 

For emphasis, it is repeated that absolutely nothing is given by mouth 

save for small quantities of cracked ice in the morning before the 

daily intravenous ration is begun, especially during the warm months. 
Nitrogen balance is ordinarily maintained or established by this routine. In 


the % benefited, movements become strikingly fewer within several to ten days. 
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\fter two weeks, there is reduction or cessation of lower bowel activity observed 


sigmoidoscopically. Gross fecal blood often disappears within a fortnight; often 


absence of occult blood is reported by house officers. Two days prior to resump- 


tion of eating, sulfasuxidine is given and continued—to maintain decrease in 
flora upon food ingestion. Introduction of food orally is unaccompanied by a 
recurrence of diarrhea or dysentery. Vhe patient’s anxieties in this regard at this 
time must be recognized and controlled. Recurrences are not prevented by this 
method of therapy. 

To date, I know of no other procedure, or group of procedures, which in my 
hands will bring two thirds of the intractable group under control, often within 
14 days. For purposes of my study, I have included as failures all cases which 
have failed to respond to this method by 21 days, even though some appeared to 
have been benefited by continuation of this procedure over a longer period of 
ume. Those failing to respond are offered ileostomy. 

It is further emphasized that this procedure has no place in the relatively mild 
group of cases; it is wholly unnecessary. Also, while it may be the only medical 
measure available in the fulminating group, no striking benefit will be attributable 
to it ina substantial number. Its place is primarily in the treatment of the intract- 
able group referred to. 

This therapeutic approach has been extended by me and found helpful in 
severe, persisting, nonstrictured and nonfistulous inflammatory states involving 
the small as well as the small and large intestines (ileitis: jeyunttis: ileocolitis). 

When in the management of ulcerative colitis should ieostomy be advised: 
This is regarded chiefly as the responsibility of the physician and is not to be 
delegated solely to the surgeon. Heostomy should be undertaken in the transition 
from relative mildness or from intractability to fulmination. ‘This is detected upon 
close observation by the earliest: manifestations of hyperpyrexia: pronounced 
tachycardia; toxemia; disorientation—even if only transient or brief, and upon 
comparisons of serial determinations indicating further disturbance in hepatic 
function; perceptible dropping in the total serum cholesterol—below 100 (Paulson 
and Gladsden): as well as further elevation of the sedimentation rate—above 45. 
To wait for the situation to improve, brings with it the greater probability that 
the problem will become worse. In the face of unquestioned, or deep-seated ful- 
mination, as already pointed out, ileostomy becomes a highly hazardous adven- 
ture, and any form of medical management is hardly better. In short, then, the 
recognition of this phase of transition is important. It requires close observation 
and nicetv of judgment, which, of course, is based upon a thorough knowledge 
and experience with these problems. 

Other indications for the introduction of ileostomy are: (1) When intract 
ability and incapacity persists, in the face of adequate medical management. ‘This 
includes a thorough trial of parenteral alimentation and therapy already referred 
to. (2) Upon the occurrence of complications such as fistula, stricture or obstruc- 


tion. (3) When ileostomy is done as the first stage In a total or subtotal colectomy 
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a-) for true polyposis or carcinoma and b-) when, despite ileastomy, there are 
recurring hemorrhages, profuse rectal bleeding or drainage, and extention or 
exacerbations of severity in the isolated colon, particularly with constitutional 
manifestations, with or without sequelae or complications, not responding to 
medical management. 

The physician’s problem is not at an end with the performance of and 
satisfactory convalescence from an ileostomy. If a total colectomy is not indicated, 
or, if there is no complication such as fistula, and if the changes in the colon are 
not too widespread and irreversible, then every effort should be made to restore 
intestinal continuity with the entire colon intact. This may sound like heresy, 
because it has been maintained from time immemorial that, “once an ileostomy, 
always an ileostomy”. This dictum arose because of the inability of the colon to 
heal in the majority of cases despite the transverse ileostomy which placed the 
colon at complete rest, and, secondly, because of a fear of recurrence of ulcerative 
colitis upon restoration of intestinal continuity, necessitating the re-establishment 
of the ileostomy. 

This rule is no longer tenable. Paulson and Harkins at Vhe Johns Hopkins 
Hospital treated the involved colon, isolated by ileostomy for ulcerative colitis, 
with sulfasuxidine, resulting in an arrest in six of eight instances, followed by 
closure of the ileal fistula with the entire colon intact. In only one instance was 
restoration of the ileostomy necessary because of a fulminating recurrence coming 
on a month after closure. One has had no recurrence since restoration of intestinal 
continuity four vears ago. Four have had recurrences, which have been managed 
satisfactorily by the medical measures outlined here, 

SUMMARY 

1. It has been pointed out that ulcerative colitis must be considered as a 
syndrome in which multiple and variable factors contrive to form fairly constant 
pathological and clinical patterns. Therefore, management must be approached 
from several standpoints. To attack all cases by any one major measure ts to be 
foredoomed to failure. We must continue to look askance at any one therapeutic 
maneuver said to bring about arrest after many weeks to months when there are 
no control studies on the one hand, and in a disease in which at least one-half 
present self-limited tendencies to heal over a similar or lesser period of time, on 
the other. 

2. Three clinical patterns have been delineated as well as transitions from 
one to the other. These must be recognized readily because the management of 
each is different. Vhis approach and the principles pointed out tend to. vitiate 
the somber outlook of the past: a conservative estimate of a minimum of 75 per 


cent of all cases are satisfactorily controlled by the medical means outlined here. 


The rationale of the author's ‘Total Parenteral Alimentation and Therapy”, 


effective in 24 of intractable ulcerative colitis cases, 1s discussed here. This measure 
is also of distinct aid in severe, persisting, nonstrictured and nonfistulous jejunitis, 


ileitis and ileocolitis. 
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3. The surgical approach—ileostomy—is at least as much the physician's 


problem as the surgeon's. Definite indications for its introduction have been pointed 


out. The medical measures helpful in eventually discarding the abdominal anus 
in some thus permitting defecation through the regular anus have also been 


presented, 


LYSOZYME ACTIVITY IN CHRONIC ULCERATIVE COLTTIS* + 


KARL MEYER, M.D., Pu.D 
ALFRED GELLEHORN, MED 
JOHN PRUDDEN, M.D 
WILLIAM L. LEHMAN, M.D 
id 


\NITA STEINBERG, A.B 
New York. N.Y 

Lysozyme is a bacteriolytic and mucolytic agent: present human nasal 
secretions, saliva, tears', cartilage, gastric juice, stool, and intestinal mucosa, and 
in egg-white*. It was named by Fleming! who hoped to prove it an effective anti- 
biotic. However, it was found to be active mainly against: saprophytes*. The 
enzyme is a basic protein of about 18,000 molecular weight, possessing an_ 1so- 


electric point of about 11". 


Lysis by lysozyme of susceptible organisms was found to be due to the 
hydrolysis of a mucoid component of the cell wall’. This component was obtained 
by the senior author® as a high polymer muco-polysaccharide which was depoly- 
merized at a rate comparable to the speed of bacteriolysis. This substrate could 
then be employed in a quantitative viscosimetric assay of the enzyme. One unit 
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of lysozyme was defined as the amount causing the viscosity of a substrate solu 
tion to fall to half viscosity in 10 minutes®. This technic was employed in the 
determinations on which this paper is based. 

The fundamental assumption on which this work rests is that lysozyme 
removes the protective surface mucus of the intestinal mucosa, permitting proteo 
lytic digestion. In the colon, these proteolytic enzymes are presumably furnished 
by the indigenous bacterial flora. 

The ability of the enzyme to remove the surface mucus was established by 
animal experimentation. A Pavlov pouch was constructed and 350 cc. of egg-white 
lysozyme in saline in a concentration of 7,500 units per cc. introduced very slowly 
over a 4-hour period into the pouch. ‘The pouch was then removed in toto and 
sections taken. The result is shown in Figure 1. Here the complete absence of 


residual surface mucus is seen. 


A COMPARISON OF THE MEAN LYSOZYME 
TITRES IN FOUR GROUPS STUDIED 
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The lysozyme concentrations of the stools of chronic ulcerative colitis patients 
were now compared with those of normal individuals by means of the viscosimetric 
assay technic. 

Figure 2 is a graphic representation of the results and demonstrates the 
markedly increased values found in chronic ulcerative colitis. “Vhe affinity of 
lysozyme for mucus is shown by the even higher average lysozyme content of the 
surface mucus of chronic ulcerative colitis rectums. There were 14 determinations 
on normal stools, 32 on C.U.C. stools, and 6 on surface mucus. The differences of 
the means are significant on inspection. 

\ssays on normal colonic mucosa and the mucosa of C.U.C. patients revealed 


about an eight-fold increase in the lysozyme content of the diseased mucosa. 
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Circumstantial evidence in favor of an etiological role for lysozyme in chronic 
ulcerative colitis is provided by a small number of serial stool assays in patients 
undergoing a remission of their disease. With clinical improvement the titres fall; 


these facts are illustrated in Figure 3. Treatment in these cases was with nisulfa- 


THE CORRELATION BETWEEN CLINICAL STATUS 
AND THE LYSOZYME CONTENT OF THE STOO 
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UNITS OF LYSOZYME PER GRAM OF WET WEIGHT 
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NISULFAZOLE THERAPY BEGUN IN THE INTERVALS INDICATED BY ARROWS 


Hic 3 
zole, a product of the George \. Breon Company, which was introduced into the 


therapy of chronic ulcerative colitis by Dr. Ralph Major’. One of these cases 


(FF. S.) did not improve on therapy the Ivsozyme content: rose. 


iv. 4 


The evidence indicating that lysozyme is a causative rather than a corollary 
factor was provided by feeding crystalline erg white lvsozy me to dogs. ‘Two dogs 
were given 30,000 units of lysozyme twice a day for 38 days in cherry syrup and 


enteric-coated capsules, respectively. hird dog received the massive dose of 


270,000 units twice a day for 3!2 days in enteric-coated capsules. Although the 
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dogs showed no noticeable systemic effects other than diarrhea from the ingestion 
of lysozyme, at autopsy every dog exhibited multiple superticial ulcerations from 
the cardia to the ileocecal valve. The changes in the intestine of the dog receiving 
massive doses were most marked, and included ulcerative colonic lesions. In this 
latter dog, the mucosa had a remarkably hemorrhagic appearance. ‘The two other 
dogs exhibited hyperemic mucosa. ‘The changes in each dog were most marked in 
the terminal ileum. 

Histologically, the lesions were characterized by complete absence of super- 
ficial mucus and loss of the more superficial epithelium 1 ie unulcerated areas. 
Lymphocytic and plasma cell infiltration was noted. 

\ deep ulceration produced in the terminal ilet he dog receiving 


the large doses is shown in igure 4. 


CONCLI SIONS 
iF Ly sozyme is a mucolytic enzvme which re Ve he s face mucus of the 
intestinal mucosa. 


me Is present in reatly increased amounts 1 he stools of individ- 


uals with chronic ulcerative colitis. 
3. ‘Vhe lysozyme titre of the | falls with clinical improvement. 
4. Lysozyme will produce sm: and colonic ulcerations 


when fed to dogs. 


5. Because of these findings. we nsider | zyme t » an etiologic agent 


Which locally Initiates the lesions of cl 
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SURGICAL THERAPY IN ULCERATIVE COLTTPIS* + 


JONATHAN FE. RHOADS, M.D 


Philadelphia, Pa 


Over the past two decades the therapy of ulcerative colitis has become surgi 
cal to an increasing extent. Several years ago, Leland 5S. MehKittrick' published 
an important paper from the Massachusetts General Hospital, on the indications 
for ileostomy in this disease. MehKittrick and his associates showed that the 
mortality of ileostomy was relatively low if the patients were operated upon while 
they were In comparatively good condition. On the other hand, in those cases in 


which a surgical consultation was not obtained until late or in which the patients 
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were not willing to proceed, the mortality is discouragingly high. We have felt 
that a good dividing line in these cases is a pulse rate of 120, and that when the 
resting pulse rate reaches 120 in ulcerative colitis the patient should be referred 
for an ileostomy without further delay. 

Phe appearance of sulfanilamide and sulfadiazine and the later antibiotic 
group of drugs in our therapeutic armamentarium, has from time to time encour- 
aged the belief that chemotherapy might be curative. This has not as vet proved 
to be the case. Streptomycin in particular, was viewed as a real hope in this field 


because of its effectiveness against many of the bacteria of the colon group, but 
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it is now generally agreed to be inadequate (See Table 1). Indeed, the fact that 
powerful antibacterial agents have had so little effect in ulcerative colitis has 
thrown further doubt on the hypothesis that its etiology is bacterial. 

In spite of the fact that chemotherapy has failed to control the disease med- 
ically, we feel that it has made a valuable contribution to its surgical therapy by 
preventing, or at least controlling, complications. Surgical therapy has also been 
strengthened by other improvements in pre- and postoperative care. Whereas, in 
1935, it was common to order a blood transfusion before or during an ileostomy, 
today it is common to have the total blood volume estimated and sufficient blood 
infused to return the blood volume to the normal level as estimated from the 
patients weight. The water and electrolyte deficits, which are frequently seen 
following ileostomy, are likewise being estimated much more accurately than in 
past clinical practice. In patients who present difficult problems in fluid balance 
we now depend on estimations of extracellular fluid as determined by the thiocyana 
nate method. When plasma concentrations of chloride, potassium, sodium, ete., 


are considered in conjunction with the figure for extra-cellular fluid, it is possible 


Ascendi 


| 
| 


to predict the total requirements of these ions for any given patient with much 
greater accuracy than has been done in the past, when it was customary to use 
formulae, such as that of Coller and Maddock for sodium chloride, which were 
based solely on plasma concentrations. ‘The use of suction drainage and the Millet - 
Abbott tube has made it possible to prevent distention for a few days after opera- 
tion and to defer opening the ileostomy until wound healing has started. Machella 
and his associates” have also used it to rest the large bowel so-called medical 


ileostomy. 


\ppreciation of the influence of the nutritional factors on the healing of 
wounds has also been helpful in the management of patients with ulcerative colitis. 
‘The work of Sokolov* and of Lanman and Ingalls*, and of others, has clearly shown 
that Vitamin C deficiency impairs wound healing. Thompson, Ravdin, and Frank”, 
were able to show that hypoproteinemia prevented wound healing by retarding 
fibroplasia. The combined effect of the advances resulting from these various stud- 
ies on the management of surgical patients, has been to greatly extend the range of 
possible surgical procedures and at the same time to reduce the mortality for the 


older procedures. In the field ot ulcerative colitis this has meant not only that it 
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was possible to support patients effectively during operation for ileostomy, but 
that colectomy could be carried out with much less risk than was formerly the 
case in this disease. In ulcerative colitis, the bowel wall is seldom an efficient bar- 
rier to the passage of bacteria. It was formerly observed that the mere handling 
of the diseased area of the colon was at times sufficient to set up peritonitis. We 
believe this risk has been greatly reduced by the use of chemotherapeutic agents 
in conjunction with improvements in surgical care. Vhat avitaminosis is often a 
major factor in these cases is well known. Vhe need for Vitamin Ko deserves 
special emphasis. 

It would be a mistake to suggest, however, that) patients with ulcerative 
colitis were first class surgical risks or that they regularly escaped complications. 
In reviewing a series of 46 patients at the Hospital of the University of Penn 
svilvania, it is interesting to note that T8 or 39.1 per cent of this total had some 
type of postoperative complication: 

The series includes nine patients who had miscellaneous operations, 36 who 
had ileostomy as the first procedure, 17 who had a partial colectomy (one stage), 
and seven who had multiple stage colectomies. ‘This is shown in ‘Table IL. In the 
36 patients who had ileostomy, bor 305 per cent had postoperative complica- 
tions. In the series of 17 patients who had one stage partial colectomies, complica- 


4 


tions occurred in 23.5 per cent, whereas, in those patients who had colectomy 


requiring two or more stages, the incidence of complications Was 28.5 per cent, 
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1936—Ulcerative Colitis with progressive 
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1939—Peritonitis. 

1944—Hleus 


1945—Peritonitis, preoperative 


In addition to the postoperative complications, which occurred while the pa- 
tients Were in the hospital, a number of later sequelae are known to have occurred. 
Three cases are known to have developed arthritis after ileostomy. Intestinal 
obstruction of varying degrees occurred in six patients—in some instances this 
was due to stenosis or prolapse of the ileostomy. In one instance it resulted in 
gangrene of the ileum. Late abdominal abscesses formed twice; fistula-in-ano 
occurred twice; prolapse occurred in three patients, and acute hemorrhage arose 
twice. While many of these sequelae have been successfully combatted by further 
therapy, it is evident that the course of a patient with ulcerative colitis is often 
far from smooth after ileostomy or even after partial colectomy. After total colec- 
tomy, however, four of the five patients have done well while the fifth patient has 
remained a chronic invalid with colicky pain suggesting partial obstruction but 
without good x-ray evidence of it. 

In spite of the relatively high incidence of complications, the over-all opera- 
tive mortality was four patients or 8.6 per cent (See ‘Table II1). Operative mor- 
tality is defined at the Hospital of the University of Pennsylvania to include all 


deaths occurring in the hospital within thirty days after operation regardless of 


| 


Therapy rat 483 


cause. The mortality of ileostomy alone was 5.5 per cent. Following partial 
colectomy, the mortality was 10.5 per cent, and following total colectomy, including 


abdominoperineal resection of the rectum, there was no mortality in five cases. 


In this series, the average age at the time of initial operation was 32 years. 


Ihe age and sex incidence of the series are shown in ‘Table IV. The average dura 
tion of symptoms before operation was 27 months, with a minimum of one montl 
and a maximum of 11 years. The maximum pulse rate before operation averaged 
111.8, and the distribution for the series is shown in ‘Table V. It is seen that slightly 
more than half of these patients were referred for surgery before the pulse rate 
was 120. 

Vhe average weight loss before operation was 24.3 
weight loss amounting in some instances to over ten pounds, occurred d 
operative and early postoperative periods, but i 
which the record was complete in this regard, there was a gain in weight 
patient left the hospital. The average recovery in weight in the | 


70 per cent, was 7.4 pounds. The complications of ileostomy 


and may be classified as shown in ‘Table VI. 
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In the present series, 19 patients had 


irtial colectomy 


p 
stages) and five patients had total colectomy. In this group there 


high incidence of complications. These have mostly been of short duration but 
some patients have had persistent symptoms or later sequelae. 

It is usually stated that “once an ileostomy, always an ileostomy”. 
is technically easy to take down an ileostomy and restore the continuity of the 
intestinal tract, experience has shown that a majority of patients have 
when this is done. We have, however, been successful in one instance in restoring 
the continuity of the bowel in a patient with ulcerative colitis. This patient has 
been followed for a period of five years and has remained well and free of colit 
Vhere are a number of similar cases recorded in the literature. 

There is, of course, no way to select those patients who will stay well wit! 
accuracy. Our selection was based on the promptness and completeness of response 
relatively 


to the ileostomy and the fact that the duration of the symptoms was 


short at the time ileostomy was done. 


med 


In 1941, Elsom and kerguson® published an appraisal of the 


surgical therapy in patients with severe ulcerative colitis. They attempted 
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clude mild cases in which it would be generally agreed that medical therapy was 
adequate and studied only those patients whose symptoms were severe enough 
for ileostomy to be seriously considered. ‘Those who were treated medically, for 
the most part, had refused surgical intervention. ‘They concluded on the basis of 
a careful follow-up study that those patients who were handled surgically were 
on the average, symptomatically, objectively, and economically, better off. 
Care or THE TLeosTomy 

Undoubtedly, one of the reasons that: gastroenterologists are somewhat re- 
luctant to have ileostomy done on patients with ulcerative colitis, is that the prob- 
lem of managing the ileostomy so frequently falls upon them. [| think you will 
agree that the surgeon should take more of the responsibility for this phase of 
patient care. Unquestionably, the success or failure of the operation from the 
patient’s point of view, is usually determined by success or failure in the manage 
ment of the ileostomy. We have employed the old-fashioned Bricker bags, the 
newer colostomy bags with pneumatic rings, the Lamson colostomy appliance, 
and the Rutzen bag. Of all of these, we feel that the Rutzen appliance is much the 
most satisfactory for ileostomy. It is attached with two types of cement, one of 
which is applied to the skin, the other to the bag, so that they form a water tight 


seal between bag and skin which conforms closely to the ileostomy. Feces can be 


rABLE 
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emptied at convenient intervals by removing the clamp from the distal end of the 
bag. The bag Is reapplied to the skin about once a week. With this apparatus, one 
of our patients has attended college, done stenographic work, attended social 
functions, and gone swimming, all without embarassment. 

Discussson 

\s we have no long series of ileostomies performed prior to 1930, it has seemed 
of interest to compare the results with some of the series reported in the literature. 

Thus, Bargen and his associates? at the Mayo Clinic, reported a series of 185 
ileostomies from 1913 to 1940 with 35 deaths within two weeks, making an early 
mortality of 19 per cent. There were 20 additional deaths within six months of 
O} eration, 

Willard, Pessel, Hundley, and Bockus*, reported a series of 66 patients studied 
between 1926 and 1938. Heostomy had been performed in 12, with seven early 
deaths and an additional death one month after operation. ‘Whe immediate mor- 
tality for ileostomy was, therefore, 58 per cent. 

Cave and Nickel” in 1940, reported a series of 154 patients in which ileostomy 
Was performed with 57 deaths. These, however, were not contined to the early 
deaths. In a shorter time interval, Cave reported 30 ileostomies with seven deaths, 


a mortality of 23 per cent. 
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In 1944, Cattell’? reported 83 ileostomies in a 10 year period with a mortality 


of 14.5 per cent. However, in the three years from 1939 to 1941, the mortality at 
the Lahey Clinic was reduced to 7.5 per cent. 


In general, the earlier series show the higher mortality and the fact that, in 
more recent series the mortality is much lower, indicates improvement in methods 
of management. How much is due to more timely operation and how much to 


chemotherapy and supportive treatment cannot be stated, but we believe both 
factors have been important. 


While ileostomy and colectomy are to be regarded for the time being as the 
standard operations for ulcerative colitis, there are two newer procedures which 
are receiving trial at present. The first of these is the anastomosis of the ileum to 
the anus. ‘Vhis was carried out by Ravitch in dogs"! and later in patients'*; 
several such patients are listed as having satisfactory results. In one of the 

VI 


-OSTOPER ATIVE COMPLICATIONS 


four patients, however, it required four months for satisfactory bowel habits 
to be established in spite of the fact that a previous ileostomy had existed. 
Phis operation may, of course, be useful also in polyposis of the colon requiring 
total colectomy. Perhaps of vreatel interest trom the standpoint ot the etiology of 
ulcerative colitis, are the results of Doctor Clarence Dennis' of Minneapolis, who 
recently reported a series of 27 patients with ulcerative colitis, in which vagotomy 
had been carried out with favorable results in about two-thirds of the cases. Obvi- 
ously, wider experience and longer periods of follow-up will be necessary to evalu- 
ate these newer procedures but it is to be hoped that they may be tried fairly 
videly in the next few vears so that definite conclusions can be reported. 

We may summarize the present status of the surgical treatment of ileitis as 
follows: 

F. Cecostomy, appendicostomy, and tube ileostomy for Irrigations of the 
colon have fallen into disrey ute. 

In a small percentage © ases tf localized disease, local resection and 


anastomosis are possible 
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he standard primary operation in ulcerative colitis is ileostomy with divi- 
sion of the terminal ileum and separation of the ends. 
4. If a reasonable mortality is to be expected, ileostomy should be done 
before the } atient Is too weak, certainly before the pulse rate exceeds 120. 
5. It is well to look upon ileostomy as the first stage of a complete colectomy. 


Che next stage should be done in about four months, unless the patient has re- 


covered rather completely. 
6. While no specific chemotherapy has been developed which seems curative 
in ulcerative colitis, many of the recently introduced agents have served to reduce 


the hazard of the complications which so frequently appear following ileostomy. 


‘These agents have also been useful in inducing remission in the acute exacerbations. 


Phis, plus relatively early operation, has made it possible to reduce the operative 


nortality to 5.5 per cent, and we believe it can be reduced further. 

7 he success of the operation depends to a large extent on careful manage 

ment of the ileostomy, but when properly managed, most patients who have had 
itl have relief that they do not regret the ileostomy. 

S. Anotleostomy and vagotomy have been introduced in the therapy of ulcera 

tive colitis and the initial results are encouraging. However, more time will be 


required before these procedures can be { lly evaluated. 
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DISCUSSION 


Dr. Isidore A. der (Brookly nN, N. ) | have been asked COMMenNt 


upon the paper which Dr. Crohn presented. Actually there isn’t very much | can 


add to such an excellent presentation. The importance of accuracy in the diagnosts 
of ulcerative lesions in the colon cannot be overemphasized. Complete 
rarity in chronic ulcerative colitis of the nonspecific or indeterminate ty] 

paper which I presented a few vears ago, | reported that only one of 88 cases whic 


we observed remained free of symptoms and signs after a long-enough follow-up 
to consider him cured. However the frequency of cure | he specific colitides, 
where a diagnosis is established and specific therapy instituted early, makes it 


essential for us to be meticulous in our diagnostic methods both from the thera 
peutic and prognostic points of view. It is for this reason that i—and I know all 
of us—enjoved Dr. Crohn’s excellent paper. 

I wonder how Dr. Crohn feels about the relationship of fungi t 
colitis. It is true that they are found as contaminants in a great man 
Nevertheless | can cite the case Of one man who had persistent diarrhea 
vears with blood and pus in the stools, and the proctosigmoidoscopic picture of 
chronic ulcerative colitis. Bacteriological study of the stool disclosed abundant 
colonies of Geotrichum. Treatment with gentian violet for a period of two months 
was attended by prompt relief of the patient's symptoms and practically complete 
restoration of the rectal mucosa to normal. He has remained well for almost two 
years now, 

I should like to utter a word of caution regarding the use of emetine as a 
therapeutic test for differentiating amebic from chronic ulcerative colitis. During 
an acute exacerbation of the disease or in the fulminating type of acute ulcerative 
colitis where there is involvement of the myocardium, one should think twice 
before putting this drug to use. I have seen one fatality directly attributable to the 
use of emetine and another where the drug was certainly a contributory factor. 
Ismetine must be used cautiously and its effect upon the myocardium checked by 


repeated electrocardiographic examinations during its administration. 


Time does not permit me to show slides of lymphomata of the bowel with 
symptoms resembling ulcerative colitis. A case which we recently observed had 
a myelogenous leukemic infiltration of the transverse colon, which could not 
clinically or by x-rav be differentiated from segmental ulcerative colitis. Lympho 
matous infiltration of the bowel should be considered in the differential diagnosis 
of nonspecific ulcerative colitis of the segmental variety. 

Dr. Joseph Felsen (Neve York, N. ¥.):—It is manifestly impossible for me 
to cover more than a few points 1 ussing the papers of Dr. Paulson, Dr. 
Crohn and Dr. Rhoads. 

With regard to the diagnosis of chronic ulcerative colitis, the problem de 
volves entirely about the ability to recognize pathological changes in the bowel 
wall as visualized at sigmoidoscopy. It is my belief that a thorough knowledge 


of the gross and histopathology of intestinal disease is a prerequisite to proper 
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interpretation of sigmoidoscopic findings in the living human. We have made it 
a practice to visualize all gross specimens of the intestine removed at necropsy by 
both reflected and transmitted light. For this purpose we use a simple viewing 
table with translucent glass top. Surface and intramural lesions are readily dis 
cernible. The gross appearance is then correlated with the histopathology. 

Dr. Crohn has called attention to the presence of erythema nodosum in some 
of his cases. We have encountered it in approximately 3 to 5 per cent of all of 
our patients with chronic ulcerative colitis and in some with ileitis. 

I wish to stress the importance of sigmoidoscopic crypt aspiration wet smeat 
in the diagnosis of chronic ulcerative colitis. We aspirate the mucosal exudate by 
means of a heavy walled capillary pipette. Invariably, the cytology of the exudate 
in chronic ulcerative colitis is purulent in character. Cysts or trophozoites can be 
demonstrated, if present, in the same wet smear. [-ven if the parasites are in the 
submucosal lymphatics, they can easily be aspirated because only a single layer 
of epithelium separates them from the aspirating pipette. For this reason we do 
not use biopsy section in amebiasis. 

Ismetine is a dangerous drug and should never be used without full knowledge 
of its potential capacity in patients with myocardial damage. Death may occur 
and we have occasionally demonstrated an electrocardiographic tracing suggestive 
of coronary closure following the use of emetine. 

With regard to total parenteral alimentation, as described by Dr. Paulson, 
it is ideal if vou can keep it up long enough. This we have found difficult of accom 
plishment and at best it is but a temporary expedient. During acute exacerbations, 
it is a very valuable procedure and for this reason I think that Dr. Paulson’s con 
tribution is an excellent one. } 

I hesitate to discuss the surgical treatment of chronic ulcerative colitis because 
it is my impression that the procedures in current use often fail to cure the disease, 
cause considerable disability and may result in the extension of the infection when 
healthy bowel is joined to infected bowel. | have seen many instances of the lattes 
and can only conclude that the surgeon is unable to determine accurately whether 


or not a given portion of bowel is infected. I feel quite certain that Dr. Rhoads 


recognizes this difficulty and Dr. Cave is equally cognizant of it. [fit is technically 


possible to aspirate the mucosa of a given segment of bowel, the presence on 
absence of infection can be determined by the presence or absence of pus cells in 
the exudate. 

In our last series of 835 cases of chronic ulcerative colitis, we have not en 
countered a single case of carcinoma. Thirty-five and three tenths per cent revealed 
acceptable epidemiological evidence of dy senteric etiology. Might and SIX tenths pel 
cent: showed positive cultures for B. dysenteriae as against a control series of 
6.000 cases with 0.08 per cent Positive cultures. 

Dr. Arthur Purdy Stout (New York, N. ¥.):—I1 have been asked to discuss 
the paper of Dr. Moyer, Dr. Prudden, and their associates, in regard to the experi 


mental effect of lysozyme on the animals in which they tried it. I can confirm what 


Discus 


Dr. Prudden told you earlier this afternoon that the lysozyme used, as he de- 
scribed, does remove the mucus not only from the surface but from the crypts 
of Lieberkiihn, pretty well down into them, in most instances completely down 
into them. 

I can also confirm the experimental production of the ulcers. ‘The ulcers were 
superficial ulcers involving the mucous membrane and rarely going deeper than 
the submucosa; generally they were limited to the mucous membrane. That, how- 
ever, doesn’t surprise me much because most methods of producing ulcers in the 
gastrointestinal tract have either resulted in such superficial ulcerations or else 
rapid and complete perforations. ‘They rarely result in the formation of the chronic 
ulcers with a great deal of fibrosis. 

I should like also to speak just for a moment about the pathology of, what 
Dr. Paulson described as, intractable cases. | have heard extremely little said 
about the pathology of this disease, concerning which you have been discussing 
the symptoms and treatment, and perhaps although pathology is getting to be 
practically an abandoned subject, it may have a few hints of value to. the clinician. 

In the intractable cases, and those are the only ones that | have had an oppor- 
tunity to examine, because it ts never in the early stages of the disease that the 
colon and rectum are taken out, the marked changes that I have observed have 
been a tremendous thickening of the submucosa and the subserosa, hypertrophy 
of the muscle coat, and a general shortening of the whole length of the large bowel 
as a result. 

In addition there is the superticial ulceration usually involving the mucous 


} 


membrane. Phat has been always very striking to me because it seemed to indicate 


why in any attempt to treat the surface of the large bowel and rectum by trriga 
tions or washings through, as attempted in the days of cecostomies and appen- 
dicostomies, the agents used never were particularly effective since they did not 
reach all of the depths of the crypts of Lieberkiihn. In many instances these are 
closed off at the mouths. Vhus in the closed-off depths prior to their bursting 
through to form ulcers, whatever agents are operating to produce the lesion, can- 
not be touched by any material that ts in the lumen of the bowel. 

The situation is very much like the condition of the cervix in chronic endo 
cervicitis. We do not succeed successfully treating chronic endocervicitis 


by topical applications, at least insofar as I am aware, and the only way of 


fully getting rid of it is to take out or destroy the entire mucous membrane. 


That generally means taking out all of the cervical tissue. | am not going to enter 


into any of the other arguments which have been raised here, because in chron 
ulcerative colitis | am only a bystander and an observer. 

Dr. Henry W. Cave (New York, N. Y.):—Dr. Stout just said that he had 
been a bystander in this talk, and in this study, of ulcerative colitis. He was help- 
ful and more than a bystander. After the first five or six patients that I operated 


on, I wondered whether we should go through with this procedure of ileostomy 
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and subtotal colectomy as a routine measure. I got terribly worried and some 


twelve or fourteen years ago I went up and spent a morning with Dr. Stout up 


at the College. Maybe he has forgotten it, but he insisted at that time, and | 


think he still does, that where you have a colon that is thickened and infiltrated 
with Ivmphocytes and plasma cells; the mucous membrane has been eroded, and 
you have ulceration, that surgery is certainly indicated. I therefore think he has 
been more than a bystander in this whole study. 

I have been asked by Dr. Prudden to make one or two comments on his pre 
sentation here before you. Dr. Prudden, as vou know is on our resident staff there 
at the Roosevelt Hospital, and | have been tremendously interested in the clinical 
aspects ol this work that they are doing up at the College. I] do think it is a note- 
worthy contribution to the study of the etiology of this disease. They have stated 
emphatically and without equivocation, the fundamental assumption that lysozyme 
removes the protective surface mucus of the intestinal mucosa, permitting the 


roteolytic digestion, and, 1¢ has told you this afternoon, in his experimental 


} 


rk with the Pavlov pouch, putting the lysozyme slowly into these pouches over 


or five vears, that the surface mucus ts without question completely 


Dr. Stout has also emphasized that point, and this, as we all know, ts in 
marked contrast to the amount of mucus that you see in the normal canine gastri 
and intestinal mucosa. 

Phe authors, I think, have by that graph shown very decisively that the 
increased amount of lysozyme in chronic ulcerative colitis, and this increased 
content of lysozyme, is particularly marked in mucus from the chronic ulcerative 

litis rectums. T think that they have rightly emphasized that the twenty-four- 
output of lysozyme in the patients with this disease is 168 times greater than 
They have maintained that the lysozyme is the causative factor 

rather than a corollary factor in the chronic ulcerative colitis. 
hey took three animals and fed them large quantities of crystalline egg-white 
ne. In one they got up to 750 grams of this material at one time and then 


they autopsied these dogs and showed very definite mucosa being destroyed. There 
was marked hyperemia and complete thickening of the wall of the bowel because 
presence of Iyvmphocytes and plasma cells. You have seen the slides here 

and that is a classical picture of ulcerative colitis, as Dr. Stout has just said. 
My only criticism of their contention is that | wonder whether they have 


sufhcient: evidence to consider Ivsozyme to be a true etiologic agent. | 


mean this as a preliminary report and, as | understand from Dr. 


Prudden. the re itinuine on witl he lie li thes 
udden, y are continuing on with further studies to prove or disprove then 


contention that this is a really true etiologic agent. 
I certainly will watch this work with considerable interest: because we all 


know it is a terrible disease, devastating and, if anything other than surgery will 


cure these people, | am all for it. 


removed. 


Discussion of Svimposium on olity 


I did not get here in time to hear Dr. Rhoads’ paper, but I should like to say 
one or two words about some surgical aspects, particularly about the acute 
fulminating stages of the disease, where our mortality has been exceedingly high. 
When we have operated on them, our mortality rate in our earlier experiences was 
$3 per cent, because we operated on these patients giving them ileostomy when 
they were hemorrhaging. 

We went to our medical confréres and said, “We can’t do it. Vhat is too high 
a mortality for the surgeons, and you have got to get them over into a chronic 


stage of the disease and then we may attempt to operate on them”, 


I have had four patients who were desperately ill, all of them young people, 
all of them were hemorrhaging, all with high fever. I was asked to see them with 
the idea of diverting the fecal stream by ileostomy, and I said, “No. They are 
too sick, and they vill die’. 

Keven in spite of what Dr. Chester Keefer, of Joston, had told me, that they 
had not used it successfully in this disease, 1, knowing*nothing else better to do, 
and having some faith in it, suggested massive doses of streptomycin in these 
four patients. They had a remission. ‘Their temperature came down in a most 
remarkable and dramatic way, and they were then allowed to go along into a 
chronic stage, and within two or three months we were able to give them ileostomy 
and take out their colons. 

I mention that to you because I don't say that streptomycin will affect all of 
them alike, but certainly in these four it was a most dramatic change and it took 


place rapidly. 


We have gone a little bit further recently. In the last vear we have operated 


upon four patients and I am speaking now of the surgery of this disease—giving 
them ileostomy and taking out the colon at the same time. Previously we had 
alw avs maintained that the first stage should be ileostomy, the second Staye colec- 
tomy, and the third stage proctectomy, removal of the rectum, if necessary, but 
in all those we have done recently, thes have proved very satisfactory and, need 
less to Say, they were done in pee ple with chronic disease. A\' Cc took out the colons 
and gave them an ileostomy and we saved them an operation. 

I should like just to emphasize, or reémphasize, what Dr. Felsen has said 
about the restoration of the fecal stream by hooking up the tleum, the ileostomy, 
to the rectum. We have done six of these to date. Before 1 came here today they 
told me of a girl of twenty-one to whom I had given an ileostomy, taken out het 
rectum, hooked her up, thinking that she had no pus and no involvement of the 
colon. Tam going to see her tomorrow, because she has involvement running up 
her ileum. 

Dr. Heuer, at the New York Hospital, hooked up two, as I understand it, 
and both of them recurred in the ileum. So it is a great word of caution that we 
must give as far as the surgeons are concerned, in not promising these people 


you are going to hook them up too soon, or perhaps ever. 
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One more word and I will close, and that is the question of the incidence 
of cancer in this disease. We have had two or three very trying experiences and 
very sad experiences with patients who had been given ileostomy and the colons 


were left in. They did well for a while—and then developed cancers. 


I saw a boy today, one of two brothers. Both had the disease. I gave them 
ileostomy, and they did well, they got fat, and big, and strong, they refused to 
have any further operations, and two months ago one came back. He was bleeding 
profusely and he had a carcinoma of the colon. 

‘These twelve vears I have been interested in our percentages. Might per cent 
of our group have developed cancer. 

I understand from a conversation with Dr. Cattell, in Boston, that his per- 
centage is 14. That is a thing that I think should be considered. If you decide to 
give an ileostomy and the colon is involved, and grossly involved, then that ques- 
tion comes up, and IT think most of them should come out. 

Dr. John B, McDonald (Los Angeles, Calif.):—l know we are all very 
interested in Dr. Meyer's, Dr. Prudden’s and their coworkers’ paper, “Lysozyme 
\ctivity in Chronic Ulcerative Colitis’. The bacteriolytic enzyme lysozyme and 
all the mucolytic enzymes appear to me to reopen up a whole new field in medi- 
cine. Of course it is not new in that Fleming recognized and named lysozyme in 
the 1920's. It has been felt in the past that it acted as a protective enzyme against 
bacterial invasion. But even then, the most susceptible organisms were harmless 
saprophytes; pathologic organisms showed little, if any, susceptibility, 

Lysozyme, the bacteriolytic and mucolytic agent, appears to be present in 
all inflamed areas; with the common cold, in nasal secretions according to Cohn- 
Branner, and Fleming and Hilding. Incidentally, hayfever subjects showed high 
lysozyme content. Foreign observers have demonstrated the antilysozymic activity 
of human cerebrospinal fluid. Chilean writers speak of the aspecific factors of 
defense in gynecology and obstetrics. American observers have noted it in the 
digestive tract of the newborn. 

It appears to me that Ivsozyme exists in high titre in surface mucous mem- 
branes in any inflammatory condition, Apparently, according to the authors’ 
paper, we have been misinterpreting part of its significance or its meaning as fat 
as the disease itself is concerned. 

If the fundamental premise of this paper is correct. that lysozyme removes 
the protective surface mucus of the intestinal mucosa, permitting proteolytic 
digestion, it appears to me that the role of Ivsozyme activity has never been fully 


interpreted until now. 


It would appear from the clinical and laboratory work on chronic ulcerative 


colitis, and from the animal experimental work, that this is the case. The next step 


would appear to be to give an antilysozyme substance such an antiproteolytic 


as hogs stomach (Ventriculin), a substance that would neutralize enzyme activity 


$92 


or depress it and preserve the mucous surface. Of course, we all wish it was 
that simple, but there is the pH of the stomach and colon and many other factors 
to face. 

In any event, | wish to again congratulate the authors as they have certainly 
opened up a fertile field of thought with vast physiological ramifications which 
will pass into many medical problems. This in itself ts certainly a contribution. 

Dr. 1. R. Jankelson (Boston, Mass.):—I\ have been asked to discuss Dr. 
Paulson’s paper, but before | do that, | am sure I express the opinion of every- 
body present here when I say that this was an exceptionally interesting and 
instructive symposium, from which we all benefited. 

It is generally accepted that the primary treatment of ulcerative colitis ts 
medical. Surgery is indicated for intractability, complications, and in fulminating 
cases, as has been emphasized by Dr. Paulson. 

What do we do in the medical treatment: I think we can discuss the medical 
treatment under three headings: 


First, symptomatic treatment, which consists of: Rest; relative physical rest 
in the milder case; complete bed or hospital rest in the severe case; bland diet; 
opiates, bismuth, kaolin, pectin, and similar drugs; belladonna, atropine, or some 
of the substitutes; barbiturates for mental rest. That is the symptomatic: part of 
the treatment. 

The second phase of the approach is supportive treatment, and this consists 
ol high protein diet. massive doses of vitamins, liver, blood transfusions, plasma aD | 
amino acid infusion, saline, or glucose. 

Thirdly, we make an attempt at specific treatment of ulcerative colitis. 


1 


Now, I am hoing Lo emphasize that word “attempt: because it is no more 
than an attempt. It consists of vaccines, and serums, and antibiotics, and sulfa 
drugs, and fever therapy, and psychosomatic treatment and medical ileostomy, 
and many other procedures. 

\ lot was said today about streptomycin. 1 want to utter one word of warn 
ing about streptomycin given by mouth. I have seen two cases of perforation, 
asymptomatic perforation, when streptomycin was given by mouth. [I don’t mean 
that streptomycin caused the perforation, but I believe because of the strepto- 
mycin, the perforation was asymptomatic and was not recognized at the time. 


‘Today Dr. Paulson gave us a beautiful description, as he always does, of total 
parenteral alimentation. To my mind total parenteral alimentation is no “attempt” 
at specific therapy: it is the ultimate of symptomatic and supportive treatment, the 
combination of both, and as such it undoubtedly ts of great value. 1 congratulate 


Dr. Paulson on doing such a fine job. 


Dr. Reid R. Hetiner (Nex Ro helle, N. ) Few diseases of the vastro- 


intestinal tract present the problem in management so frequently occurring in 


chronic ulcerative colitis. Fortunately, in most cases the disease characterized 


by remissions, hence the patient and the physician may be encouraged with what- 
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ever method of treatment being employed. Just as in so many other chronic 
diseases, mild cases of chronic ulcerative colitis are not infrequently encountered 


and regardless of what is done therapeutically, except perhaps for general dietary 


principles, the patient may go along for years and be little or no worse off for the 


disease. This type of patient presents no particular problem in management. 

It is the management of the more severe, or fulminating type of disease that 
Dr. Paulson has discussed. All of us encountered patients of this kind at intervals 
and are well aware of the problem they present. During the past 18 months | 
have treated five cases of acute fulminating chronic ulcerative colitis according 
to the method outlined by Dr. Paulson, although modified to some extent, with 
good control of the symptoms in all patients treated. ‘Vhere was no mortality. 
These patients were deprived of food by mouth for only 3 or 4 days, then allowed 
a residue-free diet. In addition to intravenous protein hydrolysate, blood plasma 
and blood transfusions were administered to each patient. Fourteen days has 
been the longest time the infusions and transfusions have been required to control 
the acute symptoms. 

I would like to ask Dr. Paulson if he thinks we are making a mistake in 
feeding these acutely il patients after the third or fourth day: In none of them 
did the addition of residue-free foods apparently increase their diarrhea or, in 
any way, seem to affect them adversely. In fact, their improvement seemed to be 
hastened. 

Dr. Paulson is to be congratulated on his therapeutic results with total 
parenteral alimentation theray y. Tam confident it has a real } lace in the treatment 
of the patient acutely Hl with this disease. 


Finally, to be able to close an ileostomy, which has been present for years, 


In patients with chronic ulcerative colitis is a real accomplishment and one in 
which Dr. Paulson should be justly proud. 


It has been a privilege to hear his paper and to participate in the discussion. 
Dr. Henry G. Rudner (Memphis, Tenn) :—TVhis valuable paper of Dr. 


Paulson’s on the medical treatment of ulcerative colitis is, in my opinion an inno 


vation and an additional therapeutic procedure in our medical armamentarium. 


Phere are certain aspects of this disease which should be emphasized, that is, the 


two extremes. The early cases which are ambulatory and are only somewhat 
inconvenienced. ‘The other type which is the dramatic fulminating type, which we 
all know as Colitis Ulcerativa Gravis. Surely this extreme in variation is like two 
distinct diseases. Then again, the quick transition of the mild type into the severe 
type is quite often most rapid. We all appreciate that up to the present time, 
there is complete absence of prophylactic possibilities in this disease. Those of us 
who have treated numbers of cases of ulcerative colitis are constantly put to the 
crucial test in an attempt to evaluate and determine when ulcerative colitis of 
unknown origin is no longer a medical problem. Much too often, I am sure that 
I, like others, have waited too long hoping for a remission to occur and the patient 


becomes horelessly beyond surgical aid. ‘This makes it most complicated in a 


a 


great number of these cases because we have all seen the patient almost hopeless 
and on the verge of attempting surgical procedure, then suddenly within twenty- 


four hours, without any apparent reason, the patient goes into a remission. 


The medical treatment as outlined by Dr. Paulson plus the procedures fol- 
lowed by ‘VT. Grier Miller and ‘Vhomas EF. Machella, using the Miller-Abbott tube 
decompressing the small bowel, also continuous intravenous feeding, have all been 
beneficial. Where the patient is too sick to take nourishment, I have supplemented 
the Miller-Abbott suction by placing the Levine tube in the stomach and attaching 
a continuous drip of high protein menstrum into the stomach. Even with the tn- 
tensive use of streptomycin and penicillin plus sulfonamides, the mortality ts sull 
much too high and the morbidity is sul! out of proportion to other pathological 
entities. 

We are all grasping in an attempt to correlate treatment for this very severe 
disease which, we all agree, is a disease of regressions and progressions. Certainly, 
since the etiological factor of this disease is still unknown and the series of events 
that follow the course of the disease are so complicated and the body response to 
the disease is not a fixed pattern, we, as physicians, are confronted with one fact, 
that is, chronic ulcerative colitis is not a single disease but a group of diseases, 
making it necessary to treat the patient individually, and not the disease, ulcerative 
colitis. The patient is our problem and the degree of reaction that the patient 
presents to his pathology must surely determine our approach. When the case 
becomes intractable and we have used every method in medical therapy and have 
waited vainly for a remission, I feel that surgical intervention must certainly be 
considered. 


Dr. DeLou P. Mall (Louisville, Ky.j:—Dr. Rhoads and Dr. Cave have 


almost persuaded me to switch from Kentucky Dew to Calvert. | am not com 


pletely sold! 

Dr. Rhoads is to be congatulated on his paper. It is well-balanced and gives 
us a good resumé of the situation as we know it, and especially of recent advances 
in the preoperative management, that we may carry out, to make surgery safet 


in ulcerative colitis. 


It is a good thing, I think, to remember in the early closure of an ileostomy, 


that “All are not dead that sleepeth”. One's surgical aggressiveness should not 


inhibit his better judgement. 


In reference to the difficulties encountered by Dr. Cave in doing an anasto- 


mosis to the remaining rectum, we have also had discouraging situations. 


I think probably it is a good thing for us to have some definite ideas in our 


minds as to exactly why we do ileostomies, and there are several indications we 


have used. The only two indications for so-called emergency ileostomies, have 


been Impending perforation or obstruction. 
or elective ileostomies, of course, We all use, | am sure, virtually the Same 


criteria, chronic, persistent ulcerative colius, seymental ulcerative colits, and 


a 
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colitis with polyposis with a possible malignancy. We all arrive at about the same 


situation, that is, in these cases that we think need surgery, either do an ileostomy 


or as Dr. Cave has said on several occasions, do an ileostomy with primary resec 


tion of the colon at the time, which to most of us is a rather hazardous procedure 


unless we are accomplished surgeons, as are Dr. Cave and Dr. Rhoads. 


We have been using the operative procedure that many surgeons use. An 


operation of the Rankin type but implemented by pulling the ileal stoma to the 


left of the midline, through a stab wound, and doing as a second-stage, a subtotal 


colectomy if the rectum, after three, four, five, or six months, 


doesn't seem tO be 


involved. We then anastomose the ileal stoma to the rectum. 


One procedure that we have used on occasions which T might 


commend. to 
vou, has been the so-called telescopic operation, the type that Balfour many Vears 


ago did with the colon; in other words, telescoping the ileum after it is freed, into 


the rectum, and it has worked out very well. 


In doing tleostomies, most surgeons should be more careful in their forma- 
tion. All of us see poorly functioning ileostomies because of failure to anchor theit 
ileostomy properly, intraperitoneally, with a resultant: prolapse. 


| have seen several patients with ileostomies in whom [| have had to do an 


anastomosis to the rectum and later excise the rectum, because they have stated 
they would rather be dead than have the ileostomy. I have a few patients wh 
are using the Kutzgen bag, who are very happy with it. One of them, in fact, Is 

teaching school. That is something to be remembered—but most of them are 


going tw de miserable, until the ileal flow Is diverted. 


In stage onerations, we have never attempted to do an anasts 


MOsIS ol the 
lleal stoma to the rectum or 


sigmoid under five to six months. As to segmental 
I think if you have the left segment of the colon involved, it ts Wise to 
a segmental resection, and resect the right side of the colon, if you have a 

ht- 


sided limited colitis. Many of these cases are not absolutely discernible from 


Dr. Crohn’s disease, ileitis, and we have had some trouble in completely satisty- 
Ing ourselves. 


he one thi v that probably Dr. Rhoads has brought out which 


Or most Of us: 


Is 
> guide | 


Don't operate on these patients unless preoperatively 


their pulse is 120 or below. ‘Vo do so is courting disaster. 


Personally, many years ago, I shared experiences with Dr. Granville Hanes, 


of Louisville, whom many of vou will remember. He originated the idea of the 


inverted position for proctoscopic examination. We did cecostomies and appen 


dicostomies, and so forth, lor W ashing the colon in ulcerative colitis. There might 
have been some place for them, 


but the results, were not confirmatory. 


I am wondering about some of these patients who have had postoperative 
thrombosis, whether or not heparin and dicumarol might be useful in reducing 
mortality and morbidity 


| e 
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In conclusion our experience with two colonic-vesical fistulae as complications 
of ulcerative colitis has been far from satisfactory and taxed our ingenuity to the 
straining point. 

| am constrained to repeat the remark of the late Dr. John B. Deaver to the 


gentlemen who discussed his paper on duodenal ulcer many years ago. This fellow 


got up and talked about his two cases, at great length, and Dr. Deaver in closing 


his paper said, “God pity the man with only two cases’ 

Dr. Lester R. Whitaker (Portsmouth, N. H.):—I am to discuss Dr. Rhoads’ 
paper on the surgery of chronic ulcerative colitis. 

In view of all that has been spread upon the record with regard to advances 
and new ideas, it seems to me that the time may come, and perhaps it ts nearet 
than we expect, when there will be no more need for surgery in the treatment 
of chronic ulcerative colitis. 

But, since it is necessary to perform surgery at times, it seems that any 
method that can be devised whereby surgery will be made easier or safer, is worth 
while. 

Vhe method of which T speak is not new. Probably none of you have evet 
heard of it, but it was reported in this city and published about fifteen years ago. 
One of the advantages is that the method is easy, and another is that it is safe; 
particularly where anastomosis is necessary in a disadvantageous position, like 
anastomosing the terminal ileum to any segment of rectum. I became discouraged 
with the idea of presenting this when everybody seemed to be favorable to cutting 
out the rectum entirely; but the last speaker, Dr. Hall, revived my spirits a little 
bit, so here is a method of anastomosing the terminal ileum to the rectum. Inci 
dentally, the electro-surgical unit which is used in this method is advantageous to 
use In any cutting of a bowel. You can use the cutting current and then, if you cut 
over a clamp, you can electrocoagulate the segment left distal to your clamp and 
seal it, and be sure it is aseptic. It is much better than a cautery, and safer, particu 
larly if you want to use it in a deep hole. A cautery disperses too much heat. ‘The 
electro-surgical unit, while hotter than the cautery, localizes it. 

Now, the point of this method is, you electrocoagulate an area on the wall 
of each segment of bowel which you want to anastomose and then approximate 
these areas by sutures. Electrocoagulate an area on the surface of the segment 
of the ileum and another on the segment of the rectum. 

That has to be done in the right way. I use a spark gap machine. It is easier 
to control. And you use the damped current, that is, the coagulating current; and, 
by sparking, not by contact. If you use contact, the electrocoagulation will spread 
too far. If you want to confine the destruction to a definite area, which should 
be perhaps two and a half inches long and less than half an inch in width, you 
will have to use the fulgurating (sparking) current. It will devitalize the whole 
wall of the bowel without spreading beyond the area treated. Up to that line the 


tissue is dead; a millimeter away from that line it is viable. One advantage is that 
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vou can electrocoagulate considerable areas, so that you can make a large stoma 


in the anastomosis. 

If handling is difficult, you can put in mattress sutures while the segments 
of bowel are still separated, and hold the ends. ‘Two layers of sutures are needed 
in this kind of anastomosis. The inne laver should be placed Very close to the 
coagulated edge. The method is thoroughly aseptic and easier than any clamp 
or any other method I know of for this location. 

The electrocoagulated area sloughs out in about forty-eight hours. It doesn't 
matter here. You already have an ileostomy. It can be done, however, without 
an ileostomy, and it can be done with the terminal end of the bowel with the bowel 
well tied off, and a clamp put across, and the whole end electrocoagulated. 

Now, with regard to the telescoping method. [| just thought of it while Dr. Hall 
was talking. A larger area can be electrocoagulated on the rectum and the tied 
off, coagulated, end of the ileum set down in there, and a considerable area folded 
in. You can telescope it as much as you please. It seems to me that would be about 
the easiest and safest way of doing the telescoping method. 

Dr. Burrill Bi Crohn ( Neze York, N. Pays ‘There is nothing | have to add 
except to answer that question regarding the dangers of emetine therapy. [ stated 
In my paper that I had seen no deleterious results from the use of emetine and I 
have used a great deal of emetine and carbarsone. I said also it was routine to 
take an electrocardiogram before the application of emetine by subcutaneous use, 
and also after the end of the course, to see if any damage was done. T have seen 
no such bad results in its use. 

The essavist gave reports of bad results in two cases. | won't say his experi 
ence is unique: T simply say IT personally have had no such bad results. 

Dr. Jonathan E. Rhoads (Philadelphia, Pa.):—¥ wish to thank each of the 
discussers for his remarks. 

We have not. in general, attempted anastomosis between the ileum and the 
terminal segment of the rectum and I should be inclined to agree with the warn 
Ings which Dr. Felsen and some of the other discussers have expressed in that 
connection. 

Ido think that it is worthwhile to emphasize that ileostomies can sometimes 
be taken down, because, if one doesn’t accept that point of view, one is apt to be 
too hesitant to carry out ileostomy when it is indicated. 

Dr. Cave has had a most extensive experience with this disease and T was 
very much interested to hear that he had found streptomycin was useful in getting 
foul patients over acute exacerbations. 

As you read the literature bearing on the surgical aspects of ulcerative colitis. 
you are again and again confronted with the statement that the high mortality 
occurs in those patients who are operated on during acute exacerbations, and if, by 


a combination of parenteral therapy and chemotherapy we can vet these patients 
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over this hump, it will greatly reduce the risk of surgical intervention, if that 
should still be necessary. 

The incidence of cancer occurring in the colon of patients with ulcerative 
colitis is a factor to which refatively little attention has been paid until recently. 
We have not seen as high an incidence of it as has Dr. Cattell, in Boston, or Dr. 
Cave, in New York. Presumably this factor will affect patients who are treated 
medically, as well as those treated surgically, and it will have to be furthet 
evaluated. 

Dr. Hall has touched on an important point in emphasizing the necessity 
of anchoring the bowel securely to prevent prolapse. Prolapse is very common and 
frequently very troublesome. 

Dr. Whitaker’s method of anastomosis is an extremely ingenious one, and one 
with which we have not had any experience. 

I think we can all agree with Dr. Paulson that the majority of patients with 
ulcerative colitis are best handled medically, and we can hope that in the future 
perhaps all such patients can be handled medically. | do think, however, that the 
trend over the country has been toward a larger incidence of surgical intervention. 
In certain carefully studied series in which the patients have been carefully 
instructed and taught how to live with their ileostomies, they have been well 
pleased with the results of surgical therapy when it has been done in the presence 
of a severe phase of the disease. 

Dr. Moses Paulson (Baltimore, Md.)—1 am thankful for the complimentary 
references. | am naturally pleased to learn of confirmation by some who have 
used my method of *VPotal Parenteral Alimentation and Therapy”. 

I know that the intestinal intubation method of Machella and Miller of the 


University of Pennsylvania in this disease has been called a “Medical Heostomy”. 


However, such designation for “Votal Parenteral Alimentation and Therapy” ts 


incorrect since this procedure accomplishes much more than is ordinarily obtain- 
able from a surgical ileostomy. Spontaneous healing of the colon following tleos- 
tomy is a rarity. In the majority, the colonic disease presents varying degrees of 
activity regardless of the duration of the ileostomy as noted by a careful history 
and particularly by rectosigmoidoscopy. ‘The apparent well-being of these patients 
is often misleading. In some, the disease actually progresses in spite of the ileos 
tomy, so that a subtotal or total colectomy becomes necessary. Thus, rest alone 
as afforded by this procedure does not bring about cessation of colonic activity. 
\rrest of the involved colon following ileostomy by medical means described by 
Paulson and Harkins, occurs in certain instances only over months. 

Now, with “Potal Parenteral Alimentation and Therapy”, in two-thirds of 
the intractable cases (by my criteria described herein), nurses and patients report 
absence of gross blood in stool from ten to fourteen to twenty-one days. \t times 
I have been surprised to have internes report the stools to be negative for occult 
blood during this period, \t the end of this course of therapy after two to three 


weeks—rectosigmoidoscopy will reveal a striking improvement in the distal colon 
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and sometimes “Total 
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virtual 


arrest. Parenteral 
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learned that the failures 
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tion of ulcer. Rehfuss cites references to lifferent theories for the production of 


acute ulcers. No single cause has been determined and no agreement has been 


from the widespread incidence 


work. ‘There 


reached pointing to one Spec are factor altho igh) 


of the disease we would logically expect that one main factor 1s 


I1—Cas 
2—Cas rav taker 
ulcer by experimental means, 


is no difficulty in reproducing the a 
but so far no success has been attained by the numerous attempts to reproduce 
the chronic form, The general attitude toward this question is that some impair- 


ment occurs in the vitality of the mucous membrane or the deeper tissues of the 


stomach, which is then followed ilceration characteristic of the disease. 
It is this primary factor which is oot question and requires further labo 


ratory and clinical study. 


: 
| 
Fig. | Fig. 2 
*From the Research Div n, Department Gastroenter New P. Medical 
School and Hospit 
Phe authors are indebted to M Ruth L. ¢ rf t net 
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that the lowered rests 
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tance at this if It Is still 
not known exactly what causes the primarv injurv) and, moreover, why the 
destroved substance at its site is not promptly replaced Du ha l ead ( Wcel 
tends to increase in depth and size. 
a Phe reason why normal gastric mucosa is not attacked bv 1 Castrl lice, 
s probably not so much that it is protected by the circulation of alkaline blood, 
Dut rather because It possesses a natural defensive vitality due t e presence 
( an antipeptic enzvme. When the cells have suffered a 1 mary I ry es I 
capacity to resist self-digestion is impaired and the conditions tor a local ulceration 
are created. The proximate cause of the injury may be the occlu mon Of a minute 
gastric blood vessel possibly a thrombosis resulting from thrombo 
due to thrombous 
Masses rograde embdoiisn 
which may have with an appendicitis). In 
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he most uicel so often show. ne 
tendency to heal, while ilcer rapid ndergoes 
repair. lt: found with striking 
frequency in e a familial factor. Tt i 
] t) » that in re re We 
rue tha na great Stric acidity Cures GIVES 
a very high reading. But » initial cause of the ulcer 
| that hypersecretion and 
OLLOW Cl Ory 
the following general ! ons ma 
duodenal ulee 
ric and duodenal ulcers: 
TOC we area Mm the gastric niece i must be 
present. ¥ 
3. This may explain why the grinding portion of the stomach, which i 
highly Dathed im gastri juice, is a favorite site for ulcer. 
it} \ POssCssec | ( i i\ 
be impaired by a 
5. Not one, but a Ol several etiol hactol are probdaDly 
concerned in the causation Of vastre il dena] cer, 


ATMENT OF ULCER 

r depends on a complete history, survey, labora- 
hould enable the physician to make a careful 
ily analyzed and evaluated. 
isation and persistence of peptic ulcer 
activation of pepsinogen into 


acid content of the 


Ca 


n of the 


sin theory in tl 


ortance, preventio 


plished by neutralizing the hydrochloric 


ly digested meals are of importance. 


ly as possible. 


his connection, 
It is essential hysicé nental rest be instituted as eat 
Phe ulcer diet not lack it must provide water, s: vitamins 


and calories 


ave been made available for the treat- 
have produced satisfactory results 


f peptic ulcer and a numbet 
rong on for an antacid 


Mel Or | } 
| h has been 


reparation which, 
in addition tive, would ‘void producing any side effects. 
rbonate produces acid rebound and 

f some 


he consti ating effects o 


The diarrhea p 
‘n observed in many instances 
carbonate has been indi 

a substance meeting 


if t —,\ n | nee Re n the Treatment of Pept Ulee v5 
Successful treatment of ulce 
tory and X-ray studies which s 
diagnosis. Atvpical symptoms m 
Since the acid 
is of considerable imy 
a 
~ 
j 
Fig. 4 
| j—( 1. Readmitt week after ne d reed 
| $—Case 1. R t Live 
\ pletl ora Of antacid preparations 
num preparations need not be discussed here. 
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causing irritation of the colon. ‘Vhus, the . 
speciiications Of an ideal antacid still continues. 
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tion was called to, and we became interested in, 
mn exchange resin as an antacid. A clinical program for its evaluation was set 
ip and resulted in ¢ idv of its effect on 120 patients in office, clinic and at the 
edside. With few exceptions we found that relief of symptoms occurred in patients 
with ulcer within 48 to 72 hours, provided complications were absent. X-ray 
evidence of healing occurred in a majority of cases. Complete regression of the 
ileer crater occu 
In addition to the ulcer patients, the preparation was used in chron 


gastrit in imple hvy heat Irn, choleevstic conditions with 
ia and in some litis, especially here the stool was acid and a 
fermentation, ) without blood, was present. 

tablets (0.5 

polvamine methylene substituted resin 

as an adsorbent and is eliminated with 

Its actor Is ray id in neutralizing the 

Wn. It Was observed gastroscopica 
tended to “coat” the 


is property to the 


as may be encoun 
tered with various other antacid preparations. Occasi lausea Or CONstipation 
was noted in f the patien ‘ated, but this was apparently coincidental 
rather than a re the treatment. Blood chemistry studies before, during and 
after ‘atment failed revea hanves, r were change ted in the urine o1 


bile. 


In pres ribing the Capsules o1 powder, me ave Was rey tlated according to 


requirements of eact patient. \\ hen heartburn, due to CASEI hyperacidity Or 
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through the duodenal tube. While the mixti 
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NM Rese 1) hie 
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coating of the mucous membrane of the stomach. ‘This treatment was repeated 


once or twice weekly for a number of weeks. After each treatment, the patient 
was asked to make note of the return of symptoms, if any. Many of the patients 


1 1 


were quite enthusiastic over the absence of heartburn, belching, and various other 


gastric symptoms. 
he same procedure was used in patients wit litis, except that thev were 


instructed to use the Resinat powder through an open drip which prevented over- 


distention of the lower bowel by permitting escape of the accumulated gases. 
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The appended case histories o ) patients show 
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irvatu Duode 
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catheter (about IS Ff) which was inserted into the rectum for a Ei 3 oor 
Lhe apex of thi funnel Was abe it incl ibout the inus c fall 
of the rectum without pressure. 
Cas 
whe usual ulcer regimen. 
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Case 1:—F. G.. age 66. housewife, white. First developed stomach trouble 
about nine vears ago. At that time, she had positive x-ray evidence of peptic 
ulcer with all the clinical symptoms. Since then she has had recurrent attacks of 
pain in midepigastrium, controlled by medication and diet. For the past four 


months, patient had almost steady pain in midepigastrium and right) upper 


quadrant extending to the back and occurring one hour after eating. The pain 


was relieved by milk and alkalis. The patient also complained of heartburn, 
nausea and vomiting, and reported a loss of six pounds within the past four 
months. No tarry stool or jaundice was present. 

Physical examination: Patient was well developed, slightly pale and dehy 
drated. Her past history contributed nothing remarkable. Blood pressure 190/90; 
tenderness upon pressure in midepigastrium and right upper quandrant; no masses 
felt in the abdomen. Blood studies: Hemoglobin 79 per cent; Red Blood Cells: 
3,970,000, White Blood Cells: 7,600—Differential: Polymorphonuclear Neutro 
phils: 50 per cent; Lymphocytes: 48 per cent: Basophils: 2 per cent. Blood 
chemistry showed an increased sedimentation rate: 20 mm. and prolonged pro 
thrombin time: 75 seconds (Stypven method), decreased total proteins: 4.8 gm., 
and normal blood amylase, serum lipase and urea nitrogen. Occult blood in feces 
(meat free diet 3 davs) positive, gastric analysis showed hyperchlorhydria: free 
hydrochloric acid: 70, total acid: 8&6. 

X-ray department reported hypertrophic gastric rugae with an ulcer niche 
on the lesser curvature. Vhe duodenal cap showed spasticity but no evidence of 
lesion. Vhe patient was given atropine gr. 1/200 morning and evening by hypo- 
dermic; 300 mg. of ascorbic acid by mouth daily and because of the increased 
prothrombin time, 6 mg. Vitamin WK daily. The diet was a soft convalescent ulcer 
diet. 

Patient showed remarkable improvement twenty days after hospital admis- 
sion, X-rays taken prior to discharge showed recession of niche. 

One week after discharge, patient was readmitted to the hospital with the 
same symptoms. 

Diet at this time consisted of milk and orange juice-jello mixture and the fol 
lowing medication was prescribed: two capsules of Resinat) every two hours, 
atropine gr. 1/200 by hypodermic, morning and evening. ‘Three days later, the 
patient: showed considerable improvement and twelve days later she was dis 
charged, completely asymptomatic. Might days after discnarge, patients had x-rays 
taken, which showed no evidence of ulcer. Patient has been followed-up for the 
past seven months and has had no recurrence of symptoms. N-rays taken recently 
are negative. 

The patient has followed a soft diet. with Resinat capsules four times a day. 
Her blood count is within normal range, and there is no occult blood in the feces. 
Patient has recovered her original weight and feels very well. When interviewed 
15 Keb. 1949, she was well, asymptomatic and had gained considerable weight. 


Occasionally, she takes Resinat capsules. 


cone 


iH —Anion | the Pre 
Case 2: IV. Ni. Fiftw-vear-old Japanese dentist. was admitted to the hospi- 
tal, April 12, 1948, complaining of epigastric pain woich occurred one hour after 
1 | 1] lkali 
cating Lhe pain tasted tor two to three hours and Was relieved DV MILK OF alKalls. 
pain started three Weeks avo ana Would Wake rom sleep. 
] ] ] ] ] 1] ] ar 
Also. the pat ent complained of heartburn, reeling Tuliness, and had lost approxi- 
mately five pounds during the three week period. Patient was pale, undernour- 
ished, siightiv dehvdrated and chrol ill. ‘There was no evidence of tarry 
stools, Or yaundice, | nvVsical eXaminatt disclosed a normal DlOOd pressure, 
and temperature. There was tenderness upon pressure ino midepigastrium, but 
fole } | 
no masses were felt in the abdomen. 
. 
| 
“ 
3 
. 
‘ 
| 7—( ( | 
» ] ] 
Routin irine analvsis was negative—Hemoglobin was 85) pet ent: Red 
Blood Cells, 4.320.000; White Blood Cells, 6.200—Ditferential: Polymorphonu 
clear Neutrophils: I per cent; Lymphe vtes: 25 per cent; Basophils: 1 pet 
cent. Three dav meat free stool was positive for « it blood, gastric analvsis 
showed free hydrochloric acid 62, total acid: 87, Blood: positive. Blood chemistri 
howed a chtly increased sedimentation rate: TS mm. and prolonged prothrom 
bin time: 46 seconds (Stvpven method). Blood sugar: 87 meg.. total proteins: 6.05 
gm., urea nitrogen: 15 mg 
ray taken fou Dele Os] AUMIssion showed a irve 
shaped ulcer niche on the lesser curvature approximately | m.; the d iii! 
] 
cap was normal. 
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EDITORIAL 


RecionaAL Inerris (Ciuronic Srenosine Wrri 


or Mercken’s DiverticULUM 


Perhaps, the first case of stenosing enteritis with Meckel’s Diverticulum was 


reported by John Wakefield Francis in 1810, in a man 35 years old. ‘This report 


follows by four years, the case report of regional ileitis by Charles Combe and 


communicated by William Saunders on July 4, 1806, at a session of the College 
of Physicians in London. R. C. Horn, Jr. and J. I. Rhoads of the University 
of Pennsylvania reported a case of “Regional (Ieitis) Enteritis involving Meckel’s 
Diverticulum; perforation of diverticulum and fistula formation”. 


Probably, there have been many more such instances of Meckel’s Diverticu 
lum involvement in cases of chronic stenosing ileitis (enteritis) but they have 
not been recorded in the literature. 

\mong some of the available reports are those recorded by L. Barrington 
Ward and Morrish (1937-1938), Cabot Case No. 28081 and L. Patricelli. Van 


Doeveren’s (1765) Miah have been such a case. 


Recently, there was such a case at Vilton General Hospital, Fort Dix, N. 


Captain TP. C. Stansbury informed me of this case, successfully operated upon. 


It is interesting to note here, that the report of a case of intestinal diverticu 


lum in T810 by Hosack and Francis goes unnoticed, but the Meckel (1810) report 


becomes an eponymic fixture in medical literature. Other earlier repo 


testinal diverticula also have gone unnoticed, as | have previously pointed out, 


“rnest ‘Gs. Bose (1/79), Doeveren (1765). and Hautesierk (177 re} 


on intestinal diverticula—as did also Sir Astley Paston Cooper (1768-1841) 


orted 


(posthumously, in 1544). Others who reported cases of esophageal diverticulum 
are A. Von Ludlow (1769) before Zenker (1878), and S. Jones (1858-59); and, 
‘rs, like van Helmont, perhaps, Mobius (1661); and Alexis Littre, 

Morgagni (1761) and Edward Sandifort (1777) should be given credit for obsers 
ing gastrointestinal diverticula, together with Meckel the younger (1810), P. J. B. 
Chomel (1710), and Soemerring (1755-1830). Alexis Littre | 2/712). advised 
olotomy for incarcerated intestinal hernia, and he described hernia of Meckel’s 
diverticulum (1714). 

I might mention here that George Arnaud de Ronsil, a French emigrant to 
London, removed the cecum and parts of the colon and ileum in an operation for 
incarcerated hernia—(1748) just two hundred years ago! 


Mestivier in 1759 dealt with « ase ol disease of the ileocecal region that 


very well have been one of regional ileitis with appendicitis and ileal diver 


(Hosack’s patient) Meckel’s diverticulum (with sten 


Francis (1810). was accompanied by a fine plate illustrating the 


310 


J 
] . 


case and Vet, We Neal only Ol Ne kel’s report and the epony mi term “Nieckel’s 


diverticulum”. 

Frederik Ruysch, Dutch anatomist and physician in 
1701, gives a good description of diverticulum of the intestines. 
Van Doeveren’s report (1765) may very well have been a case ot ileitis with 
lethalis a muirabihi 


a book published in 


diverticulum, incarceration and deatl “Passio ihhaco subito 


Intestini Hei Incarceratione interna Hyaan [. 
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NEWS NOTES 
Executive Boarp MEETING 


he Executive Board of the National Gastroenterological Asso 


at the Hotel Commodore in New York City on Sunday. | May 


\ssociation was notified 

Ihe Pittsburel Chapte 
pham, Secretarv-General, reported that a meeting of the Boston 
Chapter had been held at the U.S. Marine Hospital, Brighton, Mass.: the New 
Jersey Chay tel ad at the \cademy of Medicine. Newark, N. Tes a meeting 
| ‘| had taken place on 6 April 1949 in San Francisco 
\nn ial Meeting of the New apter Was Ul be held on 16 

home Dr. Samuel Weiss. 

n presentation of the necessary qualifications Dr. Joseph Shaiken 


Milwaukee, Wise. was advanced to Fellowship. 


( 


The foll Wing new members were elected the Nath nal Crastroentert logical 
Association: Dr. J. rne. Boston, ass.. Member: Dr. 
1) ston, \lass.. \ Selle W hy iste, BY ston, Mass.., Fellow: 


Rover ‘Vhomas 


Mass., Member; Dr. Louis N. Schwartz, 
Boston, Mlass.. . Fellow: 

Ralph | 


presented to 


isement and 


1949 Prize Awarp Contes 
in the 1949 Prize Award Contest have submitted 


consideration. 


Announcements of the winner 


contest and presentation of the $100.00 
prize and Certificate of Merit will be made at the Annual Banquet he Associa 
tion lo be held 4 el merse Boston, Nass. 
October 1949. 


evening, 25 


\ meeting 
cauon Was hel 
1949, 
Alfred Phomas Joseph. Bost 

Boston, Mass.. Member; Dr. sidney 
Dr. Jack Greentield. Memphis, Venn.. 
\lember: Dr. Victor H. Holliger. Sat 
Scovel, San Francisco. Calif... Mlember: Dr. | verett. Carlson, San) Francisco, 
Calif.. Member and Dr. Jean LeSage. Montreal, Canada, Fellow. 

Reports from the I-ditorial and Publication, Convention, and Standards and 
Rat ng Committees were received and accepted. 

\ design for insignia for Fellows of the Association was iii! the 
Board by Dr. Jacobson. The Board took the matter under adv i will 
consider changes in the original sketch. 

Phe medallion to be presented to Dr. Anthony Bassler was shown to the 
Board for their approval by Dr. Elihu Katz. Vhe Board thanked Dr. Katz for 
his etforts u having such a beautiful plag le prepared. 
judges for then 
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NEWS NOTES 


PestimontaL Dinner To Dr. Antuony BassLer 

\ testimonial dinner was given to Dr. Anthony Bassler, Honorary President 
of the National Gastroenterological Association and its former President, on the 
occasion of his 50 vears in the practice of medicine and in celebration of his 75th 
birthday. 

The dinner, which was sponsored by the National Gastroenterological Asso 
clation, members of the profession and friends of Dr. Bassler, took place in the 
CGirand Ballroom of the Hotel Commodore on 1 May 1949. 

Phe Honorary Chairman of the dinner was Dr. Wilham Bb. Rawls, President 
of the Medical Society of the County of New York and the Chairman was Dr. 


Katz, Treasurer of the Nati nal Crastroenterolog! 


Presentation ational 


nterok \ viol d nthony) Ba er. 
Dr. Bassler is at tl ft. liam Reid M ae ht 


Hirschfield and the speakers 
included Msgr. John J. Curry, head of the Catholic hospitals of New York City; 
Rev. Gerald G. Walsh, Professor of Psychology at Fordham University; Dr. 
William Reid Morrison, President of the National Gastroenterological Association; 
Dr. Martin FE. Rehfuss, Professor of Medicine at Jefferson Medical College, 
Philadelphia; Justice Ferdinand Pecora of the New York State Supreme Court 
and the Honorable Peter Schmuck, official referee of the New York State Supreme 
Court; Dr. Foster Kennedy, Professor of Neurology, Cornell University Medical 
School and Dr. Elihu Katz. 


The invocation and benediction were delivered by the Rev. John Graham. 


The toastmaster ot 1e evening Was Harry 


A musical program by prominent opera, stage and concert artists was also pre 


sented. 


Association 
-~ 
\ | 
2 
4 
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On behalf ot the members of the National Gastroenterol gical \ssociation, 
Dr. William Reid Morrison, President, presented Dr. Bassler with a gold medallion 
consisting of the seal of the Association, in recognition of his 50 vears of service. 


The inscription on the medallion read: “Vo Anthony Bassler, M.D., F.A.C.P., 


bb wsician, Author, Lecturer, in recognition of 50 Vears Ol outstanding 


service to humanity, May 1, 1949." 


ANSPORTATION TO Boston 


\rrangeme! ts have been made with the New Yi rk, New Haven and Hartford 


road tor reduction nd-trip coach tickets to Boston, vood roa period 


of ten days, for the use of those attending our Convention and the 


Gastrointestinal Surgery following, 24 through 29 October 1949. 


of 20 or more, traveling at the same time on the 
is $11.90 including federal tax. Since most travel 


ough New York City and there are no reductions on regula 
it is recommended that those attending the Convention purchase then 
YO k ity and take advantage ol the low lare reducti n trom New 


reduced rate tic kets from the \ssi cla 


L.A. Formula is indicated in the safe and effec- 
tive prevention and treatment of chronic con- 
stipation. It supplies bulk and lubrication to 
the intestinal contents by absorbing water and 
produces normal peristalsis. L.A. Formula is 
easy-to-take and pleasant-to-take and further- 
more, it’s economical. Prescribe it in the next 
“a * case of chronic constipation. Send for a sample 


| 

\ 4 \ H i 

\ a \ Contains Plantago Ovata Concentrate with 
\ 


50% dextrose as a dispersing agent. 


\ MANUFACTURERS OF KONSYL* 


AS \ BURTON, PARSONS & COMPANY 
WASHINGTON 9, D.C. 


* THE ORIGINAL PLANTAGO OVATA CONCENTRATE 


to Boston is 
York to Boston by purchasi 
safe and effective 
treatment of chronic constipation 
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ABSTRACTS 
GASTROINTESTINAL ‘TRACT 


POLY POID ADENOMATOSIS OF THE ENTIRE GASTROINTESTINAL TRACT. M. M. Ravitch. 

\nn. Surg. 128:283-298, (August). 1948 

The author reports a remarkable and most confusing case in a child, a white male baby of 10 
months (October 1945). Autopsy May 31, 1946—baby died at 18 months 

Ihe entire gastrointestinal tract, from the cardia of the stomach to the anus was involved with 
innumerable polypoid tumors. Every segment was affected, with no “skipped” areas. Even the 
prolapsed rectum showed numerous adenomata of considerable size 

The child also had a foot long intussusception, involving the ileum, reaching almost to the 
ileocecal valve. There were numerous small pedunculated polyps in the duodenum, and many large 
(1-3 or 4 cm. in diameter) polyps in the stomach. Another case, in a white girl aged 16 years who 
was first seen in 1937 when 6 years old, and who had large polyps in the stomach (2 were removed 
by gastrotomy, October 31, 1947) 

This patient had two separate intussusceptions of the small intestine, one associated with one 
polyp and the other with two polyps. She also had peculiar pigmented spots on the vermillion 
portion of her lips, previously observed by Victor McKusick and H. Jeghers. Rectal polyps were 
visible through the sigmoidscope in this case 

Ihe author discusses polypoid adenomatosis of the colon, and of the small intestine. He states 
adenomatosis of the small intestine is different in many respects from familial adenomatosis of 
the colon 

Total colectomy is required for colon polypoid adenomatosis with familial incidence, to obviate 
carcinomatous transformation. Adenomatosis of the small intestine (not familial) is manifested by 
mnelena anemia, repeated bouts of abdominal discomfort, and frequent intussusception. Resection is 
feasible when polyps are limited to segments of moderate length of small intestine. 

Hyman [. Gotpstrin 


RELATION OF LESIONS OF THE TONGUE IN: CHILDREN TO NIACIN DEFICIENCY 

H. Bakwin, Reardon, Winn, et al. Am. J. Dis. Children. 74:657-668, (Dec.), 1947 

One of principal manifestations of pellagra is an alteration in the appearance of the tongue and 
may be the sole clinically recognizable sign of niacin (nicotinic acid U.S.P.) deficiency. The admin- 
istration of niacin corrects the lingual appearance 

The authors discuss mild chronic niacin deficiency states, and they refer to the publications 
by Spies et al., Jolliffe and Stern (1942), Sydenstricker (1941 and 1942), C. P. Rhoads (1939), 


and others. They conclude that lesions of the tongue are common in children, including, acute 
glossitis, glossitis migrans, or geographic tongue. swelling of the tongue, and fissures. Niacinamide 
(nicotinamide U.S.P.) rapidly improves the acute glossitides. and the chronic lesions 

Hyman I. Gowpstein 


IsOPHAGUS 


BENIGN PEDUNCULATED ‘TUMORS OF ‘THE ESOPHAGUS. Raymond C. Beeler; James N. 

Collins; Marvin F. Hall. Am. , Roentgenol. 60:466, (Oct.). 1948. 

Pedunculated tumor of the esophagus is rare and may be encountered unexpectedly on routine 
examination since, in most cases, symptoms are mild or not elicited 

Tumors of this type arise in the uppermost portion of the esophagus due to redundancy and 

elasticity of the esophageal mucous membrane in this region, which is greater there than in any 
other part. Grossly these tumors are smooth, about one inch in diameter, variable in length and 
may have multiple projections distally. Microscopically most pedunculated tumors arising from the 
hypopharynx are fibrolipomas. 

\ correct diagnosis is important because the tumors are amenable to surgical treatment in most 
ases Franz J. Lust 


BRIDGING OF ESOPHAGEAL DEFECT BY PEDUNCULATED FLAP OF LUNG TISSUF 

Rudolf Nissen. Ann. Surg. 129:142, (Jan.), 1949. 

4 56 year old male patient was admitted with a brief history of esophageal obstruction. 
Roentgenographs revealed a half-moon shaped filling defect of the middle portion of the thoracic 
esophagus. The roentgenologic diagnosis was benign tumor, probably leiomyoma. The esophagoscopy 
and biopsy revealed small ulcerations of the mucosa in the obstructed area. The impression of the 
endoscopist was also that of a submucous benign tumor 
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At operation, the left thoracic cavity was entered through the bed of the 6th rib. A large tumor 
of the muscular sheath of the esophagus was found, extending from the inferior margin of the aortic 
arch to two inches below the level of the bifurcation. The tumor mass occupied the entire circun 
ference of the esophagus. In order to expose and excise it, two segmental arteries arising from the 
descending aorta had to be severed. The muscle tube comprising the entire muscular wall of the 
esophagus was partly interwoven with and greatly thinned out by the tumor. In order to insure 
radical removal, the entire muscular tube was removed with the neoplasm. After completion of 
the excision there remained a muscular cylinder 10 cm. in length, deprived of muscular sheath 

Since the vascular supply of this denuded area was probably insufficient because of the ligation 
of two segmental arteries and the scar formation in the mucosa, it was felt that the denuded area 
should be covered by viable tissue. Therefore, the adjacent upper segment of the lower lobe of 
the lung was mobilized and wrapped around this portion of the esophagus. A complete cover was 
thus obtained. The lung was fastened to the muscular sheath of the esophagus above and below 
the defect. in a manner demonstrated on excellent drawings, accompanying the article. The phrenic 

hed above the diaphragm, a rubber catheter inserted through a separate stab 
intercostal space and the incision of the chest wall closed in layers. The micro 
imen confirmed tl ia is of a leiomyoma Franz J. Lust 


STOMACH 


\ CRITIQUE ON VAGOTOMY (PART 1) HISTORICAL AND EXPERIMENTAI 
Schilling, Feldmahn and Scott. Am. J. Digest. Dis. 15:253-261, (Aug.), 1948 


Schilling et al. review the literature and the early comments on igus nerves. They state 
that “Pieri in 1927 first described ; used a supradiaphragmatic transthoracic approach to the vagi 
in the treatment of peptic ulcers tical to the metl resorted to recently (1943-1944) by 

ircher, Latarjet, Stahnke, 
ott 


OUNeTS 


of t references in the bibliography, is very helpful a 


it \ 
lated on this subject Hlyman Goupstrein 


PYLORIC OBSTRUCTION MORE ACCURATELY DEMONSTRATED BY FOOD BARIUM 
MIXTURE. W. Vincent Archer and George Cooper, Jr. Am. J. Roentgenol. 60:593, (Nov.), 


called to the fact th. he ri at which the stomach empties a barium-water 


mixture is not an accurate index to the r at which 1 in empty food. Nevertheless. when tl 


pylorus and duodenum 

six hours after ing 

the amount 

When the lumen of the pylorus or 

food mixture to determine 

of value in helping to decid 

is suggested that vagotomy for relief of du ulcer should b mbined with gastroenterostom 
when there is a significant six hour | n-food retention before operatior Franz J. Lest 


THE GASTRIC MUCOSA AFTER VAGOTOMY FOR PEPTIC ULCER: A GASTROSCOPI( 
STUDY. L. M. Asher. Gastroenterology. 11:303-317, (Sept.). 1948. 
nite ic changes in the gastric mucosa” 


j 


U 


t 
separates tne gastric nucosa from ic trauma makes 1 re susceptibDie Vs rauma 


JOLDSTEIN 


INTESTINES 


SMALL INTESTINAL MOTILITY IN ACUTE DYSENTERY 
Roentgenol. 60:587. (Nov.). 1948 

The study of thi ri f pati 

dysentery. transi 1e or motility in the small intestine would be ur lv rapid and therefore 


barium meal U rush t ] i nd large bov be ( in a very short 


estin ‘rom a cCiinica Dd one mignt rpect tnat t the ir uent DO\ lm vements 


* 
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| 
studying the extensive literature now accumt 
1948 
Attention 1s 
thamlevelopment of gastritis: altered motility. altered circulation. altered secretion of mucin together p 
with dissociation of mucin and acid secretion. and these changes reduce (perhaps) the resistance of 
the gastric mucosa to physical trauma. mu changes most nsisted of 
hypertrophic gastritis. frequently associated with superficial erosior 
i 
|. 
j 
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period of time. One might also expect to find the 1e of the intestine increased. A tendency to 
hypertonicity was observed. The motility in the majority 1€ instances was definitely delayed 
almost to the point of being actual stasis despite the presence of frequent stools during the period 
of examination. It was interesting to observe that the barium column moved normally through the 
jejunum but then puddled in t! loops of ileum. In view of this delay in distal progression 
of the meal, one might t find a definit hypotonic or “lazy” bowel but as compared witl 
i group of normals the ile: ’s appeared shortened but essentially normal in calibre. The explana- 
ion for the delayed motility ng. Franz J. Lust 


NONSPECIFIC ENTEROCOLITIS. ledwin an and Marcy L. Sussman n Roentgenol. 
60:471. (Oct.), 1948 


h at postmortem exam- 


\ case 1s presented of apparent chron ic 
ination five years later showed no evidence « y ise Y was, however, at postmortem 


examination an enterocolitis of undetermined nature , in the large intestine was classified 


as ulcerative colitis 

Chronic granulomatous disease of the sn rT ine until now has been considered to be 
haracterized by stenosis. The present case indicates the possibility that resolution without stenosis 
might take place. The alternative explanation 1 disease, possibly a variety of ulcerative colitis, 
in which mall intestinal lesion dominated the roentgen findings, passing through a phase of 
thi rigidity to a normal or thin small intestinal wail. Two cases of granulomatous jejuno- 
ileitis and one of ulcerative colitis with amyloidosis are presented. It is suggested that amyloidosis 
in chronic teritis 1 t than has been suspected and might account, in part at least, 


for the clinical ; roentgenographic fn igs Im Occasional cases Of granulomatous disease. 


Five cases are reported of extensive involvement of jejunum and ileum in ulcerative colitis. 
While in one case there was the possibility that the small intestinal lesions were due to shock, and 
inother was complicated by amyloidosis, it 1 likely th t least the remaining cases repre- 
sented extensions of the primary colonic di 

The roentgen appearance of stenosis in the small intestine does not necessarily indicate granu- 
lomatous disease. Even in the absence of disease of the terminal ileum, uicerative colitis cannot be 
excluded despite the lack of distinct roentgen evidence to indicate its presence in the large intestine, 
Presumably the small in leformity is due to edema and infiltration without significant fibrosis. 

These observations indicate that it is difficult to determine the type of enterocolitis from the 
roentgen appearance alone, 1 th \ th postmortem data the pathogenesis may not be 
ascertainable Franz J. Lust 


FUMORS OF ‘THE SMALL INTESTINE inberger Ite Surgery. 


53, (July), 1948 


has been placed on tumors of the stomach and larg Ce ey far out- 

I mall bowel | j forty years, ‘ authors have compiled a total 

i tl ne wel. They omitted instances of ampullary tumors of the 

\ \ This number represents about 1 for every 3.300 

urgical and autopsy specimens studi ’ Hill Hospital, New York. There are on the records 

of this hospital, 1.410 neoplasms of » gastrointestinal tract, from the esophagus, caudal. Small 

bowel tumors occurred at the » of 1 for every 71 neoplasms elsewhere in the gastrointestinal tract. 

Five cases of small bowel tumors occurred during 1945 

In the malignant group tl hief complai as pain, 1 f the 13 malignant tumors. ‘The 


voungest patient having a malignant t \ . S ases were of benign tumors. Of these. 


four complained of pain (lower quadrant): diarrhe: ‘for constipation were noted in three of 
these. In only one-half was a mass paly [ | 
1 Ivmphosarcoma. spindle-celle 

tumors. There were 4 fibromas, 1 lipoma, and I benign leiomyoma 


ib : lalignal tumors of tl 


1e ileum were recorded. 


d myosarcoma, 1 leiomyosarcoma. 1 carcinoma of the six benign 


‘he sarcomatous tumors apparently all arose from the smooth muscle. The authors review the 
iterature referring to publications by C ( . Raiford (1932, 1933), Cameron (1938). Usher 
ind Dixon (1943), Herbut and Manges (1945). Stetten (1909. Submucous Lipoma of the Gastr 
intestinal Tract) and Schottenfeld (Lipomas of the Gastrointestinal Tract, 

‘he authors incl references to reports by Rankin and Newell (1933). Golden and Stout 
(1941), Allen: “Primary carcinoma of the duodenum” (1938), and Charache’s case of “Primary 
lymphosarcoma of the intestine in a boy of seven, with follow-up of nine years” (1943). They con 
clude that tumors of the lI ‘la spicuous by their rarity. There does not exist a particu- 

sym] 


ptom complex 4 v ied roentgenographic study may be inconclusive 
to a diagnosis of iall intestine neoplasm Hyman I. Gotpstein 
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A RAPID METHOD OF ROENTGENOLOGIC EXAMINATION OF THE SMALL INTESTINE. 

Sydney Weintraub and Robert G. Williams. Am. J. Roentgenol. 61:45, (Jan.), 1949. 

The authors technic of a rapid method of small intestinal examination is the following: 1) 
Roentgenoscopic and roentgenographi examination of the esophagus, stomach and duodenum 
using 4+ oz. barium and 4 oz. isotonic normal saline at room temperature. 2) Patient drinks 8 oz. 
of ice cold normal saline. 3) 14 by 17 inch abdominal film taken at five minutes. 4) Patient drinks 
a second 8 oz. of ice cold normal saline immediately after the five minute film. 5) 14 by 17 inch 
tlm taken at 15 and at 30 minutes. 6) All three abdominal films are shown “wet” to the roent- 
genologist who roentgenoscopes and takes spot films of suspicious areas, or if the head of the meal 
has reached the cecum, may roentgenoscope and spot the tert ninal ileum. 7) If the head of the 
meal has not reached the cecum, additional films are taken at hour intervals until it has. The 
roentgenologist then roentgenoscopes and takes spot films as indicated. In 90 per cent of the 87 
normal cases studied with this method the barium meal reached the cecum in one hour or 
The entire small intestine was delineated satisfactorily, and the normal mucosal pattern was not 
disturbed. In 17 cases in which lesions were present, they were demonstrated equally as well with 


this method, and in some cases better than with the hourly technic Franz J. Lust 


CARCINOMA OF THE CECUM COMPLICATED BY APPENDICITIS OR PARACECAL 

ABSCESS. Con Amore V. Burt. Surg. Gynec. & Obst. 88:501, (April), 1949. 

The preoperative diagnosis of acute appendicitis and periappendicitis in association with carcin 
oma of the cecum is extremely dithcult and is rarely made. ‘Yoo frequently it has not been made at 
the first operation, and, therefore, the indicated radical surgery has been unduly delayed 

Barium enema should be done in cases suspected of harboring a carcinoma of the cecum, but 
too much dependence cannot be placed in the interpretation, as small filling defects can be easily 
overlooked or the filling misinterpreted. The persistence of a fecal fistula for more than six to eight 
weeks following an operation for pathology in the cecal area should make the surgeon acutely 
conscious of the possibility of an underlying cancer of the cecum and should indicate further opera 
tive intervention. Every effort should be made, if the condition of the patient permits, to explore 
adequately the entire cecal area to determine the presence or absence of a carcinomatous lesion and 
to do a radical resection of the cancer under most conditions. The presence of pus or abscess cavity 
in the vicinity of the cecum should not be a deterrent to satisfactory exploration. The patient has 
already developed considerable natural immunity as the result of the abscess formation, and one may 
lose the golden opportunity to resect a cancer of the cecum because of the presence of pus. 

\dequate biopsy should be taken if the surgeon cannot. within reasonable limits, make 
linical diagnosis of cancer. A frozen section should be made. if possible, while the abdomen 1 
open. A cecotomy should be done for palpation of the inner surface of the cecum, where there ts 
doubt about the diagnosis. With markedly improved and selected anesthesia. the free use of whole 
blood and the various antibiotics, together with proper attention to electrolyte balance, and the 
emp! loyment of the Miller-Abbott tube for purposes of decompression, radical surgery of 
colon is less dangerous than leaving in situ an unrecognized cancer of the cecum. 

Karly and radical operation is the onl 
with acute appendicitis 


y hope of cure in these cases of carcinoma of 


PATHOLOGY AND LABoRATORY RESEARCH 


THE INCIDENCE OF A CARCINOGENIC FACTOR IN THE LIVERS OF CANCE ~ NON- 
CANCER, CIRRHOTIC. AND NEGRO PATIENTS. Paul E. Steiner at Bolyard, Cancer 
Research. 3:385-395, (June). 1943 


Extracts from 67 cases were tested in 896 mice in the Department of Pathology. University of 


Chicago. They demonstrated again, the presence of a carcinogenic factor in extracts of human liver 
from both cancer and noncancer person Hyman Gotpstem 


Psycuosomatic Mepicint 


ERASISTRATUS. ANTIOCHUS AND PSYCHOSOMATIC. MEDICINE. C. Alberto Seguit 
Psychosom. Med. 10:355. (Nov.-Dec.). 1948 
Psychosomatic medicine. a comparatively new field of investigation and treatment. is slowly 
being accepted as an integral part of modern diagnosis and therapeusis. It may be blazing new 
paths toward our future conception of many present-day obscure conditions. and also. of many. 
concerning which we believe we know the cause. but do not achieve end results comparable witl 


our knowledge and treatment 


In investigating the trend in the direction of psychosomatic medicine, we find the basic tenets 
were promulgated by Freud. when he introduced his psychologic methods of investigation, and his 


j 
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modern dynamic concepts. These principles combined with the physiologic teachings of Pavlov and 
Cannon, to emerge as modern psychosomatic medicine! 

But it is interesting to note that psychosomatic medicine, or at le: ¢ fundamental elements 
and treatment were known to the early fathers of medicine 

Erasistratus, the grand-son of Aristotle, one of the founders of the Alexanderian School of 
Medicine, before he migrated to Egypt, was physician, in the years 290 to 280 B.C., at the court of 


Seleucus Nicator, (312-281 B.C.), the heir of Alexander the Great (336-323 B.C.) to what is now 
Syria and Asia Minor, sometime during the close of his sojourn, correctly diagnosed the abnormal 
and bitterly repressed love of Antiochus, the king’s son for his young and beautiful step-mother, 
Stratonice. This condition combined with an unknov . never the less present, Oepidius complex 


was driving the young man mad, even to the though suicide 
Adroitly and by a circuitious route Erasistratus revealed the supp 


essed passion to the king, 
and obtained for the young prince the desired damsel, thereby restoring 


I 
his health. 


Dr. Seguin has done well in correlating this ancient instance of connubial stress with what may 
be the present day basis for much unhappiness anc J. Epow. Brown 


Liver AND Biviary ‘TRACT 
DIFFERENTIAL DIAGNOSIS OF JALUNDICE. S 


575-585, (June), 1948. 

One must decide whether the patient has true jaundi 
of the conjunctivae in daylight, a foam test of the 
question, 

The top normal value for serum bilirubi 
value above this is abnormal. 

Then must be considered: the kind of jaundice (a) disease within tl r (b) excessis 
destruction. “Jaundice is any elevation of blood bilirubin above the normal value”. Blood 
comes from the destruction of worn out or fragmented red cells. It is the function of the 
remove from the blood and to excrete in the bile bilirubinglobin ie n portion of hemo 


globin is split off, leaving a molecule called bilirubinglobin). Bilirubinate is formed by the 


} 
bilirubinglobin through the polygonal cells of the liver. Ten million red cells are normally fe 
(at the same rate they are destroyed) every second. If the rate of destruction of red blood cells, 


exceeds the capacity of the liver to eliminate bilirubin, jaundice results. Hemolytic jaundice results, 
when the destroying agent is outside the liver and bilirubin rises as in malaria, scarlet fever, yellow 
fever, transfusion reactions, etc. (acute type), and the chronic type results from an acute cause 
which fails to clear up or recurs at interval 

Familial hemolytic icterus is a familial jaudice. Xa vations and remissions 
sive blood destruction, associated with chills, fever, enlarged spleen, and increased fragility of red 
blood cells. Diagnosis is based on a known toxic agent, presence of increased bile and urobilinoger 
in the stools, increased urobilinogen in the urine plus absence o in the urine plus normal liver 
function tests. 

Acholuric jaundice is explained by tl it the bilirubin is 1 of rt ( 
not having passed through, the liver OlV gE ) ells [he kidneys have high threshold 
bilirubinglobin but not for sodium bilirubinate. Retention jaundice, hepatocellular jaundice 
when liver cell 


S are badly damaged by disease (yel ow fever, malaria, infectious hepatitis) 
sodium bilirubinate formed in the polygonal cells leaks out into the lymy 
leading to the central veins, and eventually into the vena cava: Blood bilirubin 


Obstruction jaundice is caused by some block in the biliary system. The 
the intact liver cells into the lymph and blood 5; For 
excretory tests) are normal. Later, as the polyg 

turbed blood supply back pressure of bile, and the high concentra 

with jaundice results. with impaired liver function 1 Jaundice caused 
in the regurgitation jaundice group (Rich and Young). In regurgitation j 
bilirubin pass back into the blood stream. These bile salts cause the itching 
and are notably absent in hemolytic or retention jaundice 


The author discusses the various liver function tests and tl value. ‘The n bilirubin deter 
mination is probably the most useful liver function test. The bromsulfalein test is a test of excretory 
function only. This is high in all types of jaundice except hemolytic and mild retention jaundice 
Glycogenic function or carbohydrate metabolism is a vital liver function test but is usually unsatis 
factory and not decisive. Protein metabolism tests (serum protein determination and albun 


globulin ratio) may be helpful. Persisting reversal of albumin-globulin ra is a bad prognostic sign 


Determinations of urobilinogen are important. Urobilinogen is mostly formed in the intestine 


from bile reaching the intestine by way of the common duct. This is partly reabsorbed by the portal 
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irculation, returned to the liver and used by the liver in is damaged. 
much of the urobilinogen is passed on to the kidney where it is 
jaundice and increased urine-urobilinogen in cases 
urine in obstructive jaundice! 


fecal urobilinogen in hemol) 
Hyman 


1 protein synthesis. If the liver 
excreted. So we have. increased 
of liver damage, 
and no urobilinogen in the feces or 


particularly in portal cirrhosis, 


PANCREAS 
ACUTE PANCREATTTIS. Kenneth W. Warren. Med. Clin 
\cute pancreatitis is still a disease of unknown etiology. It 
\ he differential consideration of upper abdominal pain. In the severe forms 
pancreatitis, 1 mortality is exceedingly | even with careful management. Complications 
frequent 1 affect the outcome. The author considers etiology and pathogenesis, 

1 and complications and treatment, wit! f 

Archibald (1929), Elman (1942). 

(1903), Harkins (1938), Mikkelser . Rich and 
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North America. 741-751. (June 


is dithcult to diagnose. and 1 


disrega 


} 
higl 
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LIGATION OF THE SPLENIC ARTERY IN PATIENTS WITH PORTAL 

C. Everson and W. H. Cole. Arch. Surg. 56:153-160. (Feb.). 1948 
hypertension who were poor risks, in whom ligatior 
ite Improvement h | 
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report three cases witl F 
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atient is alive three 
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CLINICAL LABORATORY METHODS AND DIAGNOSIS. R. B dwohl, D.S 


Pedro Kourt. M.D. 4th edition. volumes. 3,300 pages. Black a illustration 
olor ates. C. V. Mosby Co., St. Louis. 1948. Price $40.00 
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Volume III deals with parasitology. tropical medicine and protozoal conditions. Beautiful and 
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AESCULAPIUS COMES VO THE COLONIES. THE STORY OF THE EARLY DAYS. OF 
NI.D., 


MEDICINE IN THE THIRTEEN ORIGINAL COLONIES. Maurice Be 
560) page tnor Publishers. Inc Ventnor. N. 1949. Price $10.00 
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needs for his reference 
Volume I deals mainly with laboratory technic and blood. It is beautifully illustrated, the plates 
howing various blood findings are clear. explanatory 
abnormal state f the blood. The section dealing with 
enzvmes, urine | are el expianat ry The Wy 
lgnificance I given disease are clarified 
Volume dealing with | 
Medicine, Hay 
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The reviewer ha 
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ts usefulne 
The aut of wm fascinatingly interesting vears of our country, 
materia oncerning the subject available to hn 
The book is well illustrated with many fine points and reproductions. This book should be 
particularly of interest to all American physicians, to most historians. and to many lay people 
nterested in various phases of American history 
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The author includes many notes of interest concerning each of the thirteen original colonies. 
The early medical history of New Jersey, Massachusetts, Pennsylvania and of Georgia, includes 
many interesting notes not generally known to most practicing physicians of these states 

The reviewer recommends this work to all American physiciar > é to all historians interested 
in early American medicine 


NEUROLOGICAL ANATOMY IN RELATION TO CLINICAL MEDICINE. A. Brodal, Prose 
of Anatomy, University of Oslo. Formerly Assistant of the University Neurological a1 
Psychiatric Clinics in Oslo. 496 pages. Clarendon Press. Oxford, England, 1948. Price $14.75 
This book first appeared in the Norwegian language in 1943. In 1946, a new edition in English, 
was proposed. This edition is similar to the first Norwegian edition, which has received favorable 
acceptance in the Scandinavian countries. The contents has been brought up-to-date including 1 
the more recent advances in neurological anatomy. of importance for a_ bet understanding 
the functions and disorders of the central nervous system. The author is highly qualitied 
such a satisfactory volume. This book on neurok 
be widely read and frequently referred to. by ma 
interested in this subject 
\s one of the best textbooks on 
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ed ! 


New York. N. Y.. 1949. Price $4.00. 


recommer 
friends 

The die understood 
learly given. Patien ill be thankful to 
various diets. and the very simple instructions 


CORONARY ARTERY DISEASE. Ernst. P 

New York and Norman F. Boas. M.D 

Il. $6.00 

Coronary artery disease with all its catastrophic and ofttimes tragic episodes. its recently 
attained prominence in the medical literature of the past several decades. make it an important 
problem for all physicians, general practitioners. internists, surgeons, and the internes and residents 
of our many hospitals 

This little volume of 399 pages on “Coronary Artery Disease” by an expert like Dr. Boas, is 
} ? t 


1 welcome addition to the ever increasing number of books on “heart disease”, “hypertension 


“vascular diseases”, “angina pectoris’, “electrocardiograph”. “arteriosclerosis”, et 

While sudden unexpected deaths have been described in the literature, probably in 
resulting from acute coronary thrombosis. its clinical importance has been recognized only 
epoch-making report of James B. Herrick in 1912. There have been a number of isolated reports 
by others such as George Dock. Adam Hammer, William Osler. the death of the nobelman Sir 
D’Arcy Power (in Harvey’s Opera Omnia). the cases cited by F. Winsor and Leon-Louis Rostan 
in 1820, were instances of rupture of the myocardium following coronary artery occlusion with 
infarction! 

Phe sudden death of Meneleaus’ boatmar net son Phrontis, in Homer's Odvssey (Book 
III). the death of Sophocles of Seneca. who spe f “a little stroke p aged bodies to sleey y 
(Oedipus Tyrannus. 961) who suffered fron it toris, and the description by Warwick 
(Part Second. Kine Henry Sixth. Act , ne 2. by Shakespeare) “of ashy semblance, meager. 
pale and bloodless. Being all descendec he laboring heart—which with the he 
ne’er returneth. ‘To blush and beautify » cheek again” are all examples of ‘ 


American, Canadian and RR cians. and for physicians who are able to read Englis 
text. For this English edition the author and publisher deserve the thanks of the American med 
protession 
\s te Profe r 
d University Pre 
This by ! iuthor f considerable experience the nagement liabetes. 
xpresslv for the use of the diabetic patient 
In addition to 113 pages of text. this work includes 187 pag f diet rm nd womer | 
hildren’s diets incheons. emergency diet nd recipes This sectior f 187 pages S exactiv the 
same. as appears in the author's volume on “Diabetes and its Treatment” (1949), and which work 
¢ was previ usiv rey iewed 
This compact volume should be very helpful to all diabetics. young and old. and should make 
it much easier for the patients to manage their dietarv needs and requirements This book is 
ersol who look fter the welfare f their diabeti 
isily followed— ulations and determinations, are 
author for the manner in which he ha prey red the 


THE REVIEW OF GASTROENTEROLOGY 


There are many helpfully instructive electrocardiograms. Adequate and clearcut descriptions 
are given of the anatomy of the coronary vessels. The physiology and pathology, are informatively 


discussed. Of considerable value are the sections on coronary 


sclerosis, angina pectoris, coronary 
occlusion and infarctiot 


thoroughly discussed. There is an interesting chapter on “nonarteriosclerotic 
ary. arteries” 
Artery Disease” is recommended to all physicians interested in 
suffering from coronary artery disease 


THE CIBA COLLECTION OF MEDICAL ILLUSTRATIONS. Frank H. Netter, M.D. Com- 
ip 


ublished by the Ciba Pharmaceutical Products, Inc., Summit; N. J., 222 pages, 


ine 


I believe many. if not all physicians have 


Ciba Pharmaceutical Company distributed 
reverse ide 11 hel 


seen or received Dr. Netter’s illustrations which the 
gratis. They were superb and with the text on the 
to refresh the memory of the forgotten anatomy of college days. Not only 
were the normal conditions valuable. but later when the pathological illustrations arrived they 
luate course. Medical students studying anatomy and later pathology 


found them useful for rapid ation and review 


as a 


These insert) now assembled in a large volume with the explanation and 


text n the more valuable 


Medica ld recommend it as a “must” to their students, and all physicians as well. 
uuld have and study the illustrations and text to better understand the various pathological states 


their 


in psychosomatic 


and 
menopausal cases 


Bellergal® gives excellent results in relieving the functional disturb- 
ances of anxiety states, and in gastric and cardiovascular neuroses. 
For treatment of that part of the psychosomatic disorder which in- 
volves dysfunction of both the autonomic and central nervous systems, 
BELLERGAL contains the most effective combination of drugs. 
ONLY BELLERGAL PROVIDES ALL THREE 
1. Sympathetic inhibition with ergotamine tartrate. 
2. Parasympathetic inhibition with Bellafoline. 
3. Central sedation with phenobarbital. 


Bellergal ¢& 


SANDOZ 


SANDOZ PHARMACEUTICALS 


Originality « Elegance Perfection | Division of Sandoz Chemical Works, Inc. 
NEW YORK 14,N. Y.* CHICAGO6, ILL. * SAN FRANCISCO 8, CAL. 


$22 

This monogray ' 

1948. Price $6.50 
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CHRONIC GASTRIC ULCER Reproduction of the illustration from page 88 of 


“THe Crpa Cottection oF Mepicar 


he 


BILATERAL, PATCHY INFILTRATIONS 
SHOWING REACTION ON LEFT PLEURA 


BRONCHOPNEUMONIA Reproduction of the illustration from page 26 of 


“Tue Crpa Cotctecrion oF Mepicat 
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POSTGRADUATE COURSE 
in 


GASTROINTESTINAL SURGERY 


Jointly sponsored by the 
NATIONAL GASTROENTEROLOGICAL ASSOCIATION 
PosTGRADUATE Division or ‘Turrs Scuoo: 
and 


First AND SECOND SURGICAL SERVICES OF THE Boston Criry Hosprran 


To be conducted at the 
Boston City Hospital, Boston, Mass. 
27, 28, 29 October 1949 
under the direction of 


DR. OWEN H. WANGENSTEEN, Professor of Surgery, 
University of Minnesota Medical School 
assisted by 
Present and former members of the staff of the 
Boston City Hospital and other distinguished guest lecturers 


LORD ALFRED WEBB-JOHNSON, President, 
Royal College of Surgeons, London, England, 
will participate in the course, 


Course Limited to 250 Fee $35.00 


This course has been approved for Veterans 


For information and enrollment write to: 


NATIONAL GASTROENTEROLOGICAL ASSOCIATION 
DEPARTMENT Gs | 1819 BROADWAY 
NEW YORK 23, N. Y. 


CHOLINE 
THERAPY 


— in hepatic conditions associated with 


ad fatty infiltrations of the liver associated 


with alcoholism 
® early cirrhosis 
® infectious hepatitis 


® fatty livers associated with toxic states 


“syrUP CHOLIME 


Representing Choline Dihydrogen 
Citrate 25% W/V (Flint) 


Syrup Choline D’hydrogen Citrate (Flint), 
containing 1 gram Choline Dihydrogen 
Citrate in each 4 ce., is supplied in pint and 
gallon bottles. 


A 
COUNCIL-ACCEPTED 
CHOLINE PRODUCT 


For your copy of “The Present Status of 


Choline Therapy in Liver Dysfunction” 
write: 


FLINT, EATON & COMPANY 


FLAKE 


[THIN-WALLED] 


AGAR— 


Ask Your Regular Supplier For It 


Unique and unlike all others, 
American Flake Agar presents 
this accepted colloid ina new 
form. Not flat, thick and solid 
...buc an air-y Flake with thin 
walls to allow speedy access of 
liquids...give rapid absorption 
of water and other body fluids. 
American-made to meet Amer- 
ican standards, its quality is 
uniform... its purity high... 
surpassing U.S.P. XIII. Clean. 
Doesn't ball up or string. 


We invite itstestin laxative cases, 


GRATIS Write fer Professional sample 
end additional information. It is free. 
AMERICAN AGAR & CHEMICAL CO. 

P.O. BOX 431 ¢ SAN DIEGO 12, CALIFORNIA 


Use this blank for subscribing to 


The Review of Gastroenterology 


1819 Broadway 
New York 23, N. Y. 


Enclosed please find $ 
which you are to enter my subscription to 
Tue Review or GASTROENTEROLOGY, start: 
ing with the issue, 
as indicated below. 


1 year $5.00 


[] 2 years $9.00 
($7.00 foreign) 


($13.00 foreign) 


Name 
(please print) 


A ddress 


City Unit State 


, 
Me 
| LK 
to Advertiser 
the Reviee sehen 
Kindly mer 


directed therapy 


phthalylsulfacetimide-Schering 

THALAMYD® has useful properties for combating sulfona- ‘~ 
mide-sensitive enteric organisms in bacillary dysentery, 
in ulcerative colitis, and in the preoperative sterilization of 
the intestine. Therapeutic dosage does not lead to detectable 
sulfonamide blood levels, hence there is no problem of 
systemic toxicity sometimes occurring with “absorbable” 
sulfonamides. Renal damage and aberrations of the blood 
picture do not occur. THALAMYD is absorbed, however, 
by diffusion, into the intestinal wall, where effective local 
concentration is established — where highest antibacterial 


action is required. Thus, 


in preoperative sterilization, the bacterial flora can be vir- 
tually eliminated after four to five days treatment with THALAMYD. 
Thus elective intestinal surgery can be planned for this optimum time 
and carried out with minimal risk of infection;! 


in ulcerative colitis, there is both symptomatic and objective 


benefit in more than half of the cases, according to x-ray and sig: 


moidoscopic criteria.” 


Tit A LA Schering’s phthalylsulfacetimide, tablets 


of 0.5 Gm., bottles of 100 and 1000 tablets. 


1. Seneca, H., and Henderson, E.: In press 


2. Heineken, T., and Seneca, H.: Rev. Gastroenterol, 15.611, 1948 


*TrHatamyp trade-mark of Schering Corporation 
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Chlorophyll therapy in 20 cases 
of intestinal disease 


Excerpts from a clinical paper by Henry A. Rafsky, M.D., 
F.A.C.P., and Charles I. Krieger, M.D., published in Review 
of Gastroenterology 15:549, 1948. 


This synopsis is designed to give physi- 
cians a convenient summary of the ex- 
perience of Drs. Rafsky and Krieger 
with Chloresium chlorophyll therapy. 
It quotes their reasons for undertaking 
this study .. . and their results in various 
types of intestinal diseases. This report 
is one of an extensive series of published 
papers on Chloresium chlorophyll ther- 
apy. Reprints available upon request. 


“The efficacy of chlorophyll as a_ tissue 


stimulant and healing agent in cases of 


trophic ulcers, varicose ulcers, decubitus 
ulcers, pilonidal cysts, osteomyelitis, burns 
and other conditions where topical applica- 
tion is indicated, has been proved by other 
investigators. The results obtained by these 
investigators suggested the use of chlorophyll 
solutions* in the treatment of intestinal 
diseases... 


Clinical Study 


‘*The present study comprises a series of 20 
individuals whose age range was from 12 to 
60 years. Eleven of the patients were males 
and nine were females. Eleven patients had 
ulcerative colitis, in two of whom a colostomy 
had been performed. One patient had an 
extensive ileitis with many skipped areas in 
the small intestines. There were tour pa- 
tients with sigmoiditis and four with spastic 
colitis, two of whom had rectal bleeding. 


Method of treatment 


“The methods of treatment which were 
employed were as follows: Rectal instilla- 
tion of various dilutions of chlorophyll solu- 
tion, in physiological saline, was given as a 


Kin 


retention enema once daily. Later, we used 
four ounces of the Chloresium Solution 
(Plain) undiluted, and the patient was in- 
structed to retain the fluid as long as pos- 
sible. No evidence of irritation resulted from 
the treatment and the solution was retained 
as a rule for several hours. When the 
patients began to improve, they were able 
to retain the chlorophyll solution over night. 

‘In those cases in which a colostomy had 
been performed, the water-soluble chloro- 
phyll was used to irrigate the distal and 
proximal loops of the colon in different 
dilutions. It was found most useful to use 
100 cc. of the chlorophyll solution diluted 
with an equal amount of water or saline and 
instilled in the two openings of the stoma, 
alternating daily between the proximal and 
distal parts of the colon. In these cases the 
distal colon was also irrigated from the 
rectum twice a week with a similar solution. 
Chloresium Ointment was applied to the 
skin around the stoma as a protective meas- 
ure. In the case of ileitis with skipped areas, 
the chlorophyll solution was administered 
as a continuous drip into the small intes- 
tines through a tube which was left in the 
jejunum. 


Definite improvement reported 


‘*Periodic examinations of the urine and 
blood counts were made while the patients 
were under treatment. No evidence of any 
side reaction or toxicity was noted. Definite 
improvement was seen in the majority of 
the cases. This was based on the procto- 
scopic, x-ray and sigmoidoscopic findings. 
While the time is too short as yet to evalu- 
ate this treatment, thus far we can state 
*The water-soluble chlorophyll derivative preparations used 
in this study were supplied by Rystan Company, Inc., 


Mt. Vernon, N. Y., and are marketed under the trade name 
“Chioresium” (Solution |Plain|, Ointment) 


$28 
( 


dj SUMMARY TABLE 


Method of Treatment 
) sis 
Diagnosis With Chloresium 


Localized Sigmoiditis Rectal Instillations 


Severe Ulcerative Colitis | Rectal Instillations 


Severe Ulcerative Colitis | Rectal Instillations 


Severe Ulcerative Colitis | Rectal Instillations 


with bleeding 


Severe Ulcerative Colitis ; Rectal Instillations 


Acute Inflammatory Rectal Instillations 
Sigmoiditis 

Rectal Instillations 

and irrigations of distal 
& proximal colon 


Colostomy — Severe 
Ulcerative Colitis 
Subacute Sigmoiditis Kectal Instillations 


Severe Ulcerative 
Colitis 


Rectal Instillations 


Ulcerative Colitis Rectal Instillations 


Ulcerative Colitis Rectal Instillations 


| Ulcerative Colitis Rectal Instillations 


Spastic Colitis Rectal Instillations 


Extensive Lleitis 


} Instillations through 
| with skipped areas 


duodenal tube alternating 
| with rectal instillation 

| 

| Ulcerative Colitis Rectal Instillations 
Spastic Colitis & 
Intestinal Bleeding 


Rectal Instillations 
Spastic Colitis KReetal Instillations 
Spastic Colitis with Rectal Instillations 
Intestinal Hleeding 


Rectal Instillations & 
irrigations of distal 
& proximal colon 


Ulcerative Colitis with 
colostomy 


Sigmoiditis Rectal Instillations 


that definite improvement occurred in most 
of the cases (see table.)”’ 


A basic biologic action 


The remarkable results obtained with Chlo- 
resium preparations are due to the thera- 
peutic action of the water-soluble derivatives 
of chlorophyll. These natural biogenic agents 
accelerate normal cell regeneration, tous 
measurably hastening the healing process. 
At the same time, they help control super- 


ficial infection, provide symptomatic relief 


Chlorestum 


Therapeutic chloropkyi! preparations 
Ethically Promoted 
AT ALL LEADING DRUGSTORES 


Treatment 


Ist course 
course 

course 


Length of 


Results Remarks 


Definite Clinical 
Improvement 


16 days 


Patient could not 
retain enemata 


3 days Inconclusive 


14 days 


126 days 


Inconclusive 


Improved clinically Still under treatment 


Patient died while 
under treatment 


90 days Unimproved 


30 days Clinically improved 


Still under 
treatment 


Patient still under 
treatment 


Definite improvement 
of distal colon 


Patient still under 
treatment 


Still under 
treatment 


Definite improvement 


Ambulatory treatment 
being continued 


12 days Definite improvement 
Good clinical results 
Good clinical & 
proctoscopic results 
Good Clinical & 
proctoscopic results 
Recurrence of 
symptoms after 
stopping treatment 


Good clinical results 
temporarily 


Ist course Duodenal 
instillations 

2nd course-Rectal 
instillations 

3rd course- Duodenal 
instillations 


Good clinical results 


Good clinical results 


Good clinical results 


Patient unimproved 

Chloresium therap 
stopped because of se 
vere intestinal bleeding 


Patient unimproved 


10 day Definite improvement | Still under treatment 


900 days | Cured 


and deodorize foul-smelling suppurative con- 
ditions. They are completely nontoxic, bland 
and soothing. 


Mail coupon below for complete text of 
report by Drs. Rafsky and Krieger. You will 
also receive ‘‘Chlorophy!I—Its Use in Medi- 
cine,’’ a review of over 75 clinical papers 
with directions for Chloresium therapy, and 
a generous supply of samples of Chloresium 
— without obligation. 


RYSTAN COMPANY, INC., Dept. RG-3 

7 N. MacQuesten Parkway, Mount Vernon, New York 
paper by Rafsky and 

lis Use in Medicine,’ and 

(Plain 


Please send reprint of 
Krieger; “Chlorophyll 
clinical samples of Chioresium Solution 


and Chloresium Ointment. 


60 | 
37 
22 } 
| 
| 
, 
| 
14 day 
57 19 days es 
60 day 
17 11 days 
| 
| 
| 
| 
| 
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He started retiring today! 


--.and it feels good! 

It’s going to take time, but the point 
is... he’s taken that all-important first 
step ... he’s found a way to make saving 
a sure, automatic proposition .. . 

He’s buying Savings Bonds, the safest 
investment there is, through the Payroll 
Savings Plan! 

This makes saving an absolute certainty! 
You don’t handle the money to be in- 
vested .. . there’s no chance for it to slip 
through your fingers and ... U.S. Savings 


Bonds pay you 4 dollars for every 3 in- 
vested, in ten years! 

Think it over! We believe you'll agree 
that bonds are the smartest, surest way 
there is to save. 

Then—sign up for the Payroll Savings 
Plan yourself, today! Regardless of your 
age, there’s no better time to start re- 
tiring than right now! 


P. S. If you are not eligible for the Payroll 
Savings Plan, sign up for the Bond-A- 
Month Plan at your bank. 


Automatic saving is sure saving — U.S. Savings Bonds 


Wh Contributed by this magazine in co-operation with the Magazine Publishers of America as a public service. 
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RESINAT 
5. TABLETS 


The excellent response of the medical profession to RESINAT has been most 


gratifying — the profession seems to realize that RESINAT is the ideal antacid. 


In answer to the requests of many physicians, National now announces 


RESINAT Tablets in addition to Capsules and Powder. 
TABLETS 
CAPSULES 
POWDER Arailable 


The same rapidity of action, efficacy and therapeutic excellence 


of RESINAT Capsules and Powder are to be found in RESINAT Tablets. 


Samples and literature on request. 


Capsules Tablets 
(0.25 Gm.) (0.5 Gm.) 


RESINAT PATENT PENDING 


THE NATIONAL DRUG COMPANY, PHILADELPHIA 44, PA. 


Pharmaceutical, 

Manufacturers of Biological and 
Biochemical Products 

for the Medical Profession 


Powder 


bis-gamma-phenylpropylethylamine (CygH27N) 


a new potent synthetic antispasmodi 
with a wide therapeutic 
safety marg 


PROFE 


100 


PROFENIL 
PHENOBARBITAL 


Foch tablet contoms 
@ NUMEROUS ADVANTAGES only by on the el 
1. More effective antispasmodic wherever smooth in patie, 
muscle spasm occurs 
. Rapidly relieves spasm of both neurogenic and 
myogenic origin by direct action on smooth muscie 
. Well tolerated with an extremely wide therapeutic 
safety margin 
. Of value in treatment of some forms of primary 
dysmenorrhea 
. Controls spasms without affecting normal 
body functions 
6. Available also in combination with 
phenobarbital wherever the therapeutic 
action of the barbiturate is desirable 
@ TABLETS FOR ORAL ADMINISTRATION 
Profenil: Profenil (citrate) 60 mg. 
Profenil and Phenobarbital: Profenil 60 mg. 
Phenobarbital 15 mg. 
@ AMPULS FOR INTRAMUSCULAR USE 
Profenil: Profenil (hydrochloride) 45 mg. per cc. 
@ SUPPLIED 
Tablets —Bottles of 100, 500 and 1000 
Ampuls —1 cc. size, packages of 12 and 25 
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support for the 


carbohydrate cornerstone 


TAK A-COMBEX’ 


KAPSEALS’ 


Whenever caloric needs are heightened 


—by illness, during convalescence, in preg- 
nancy and lactation —carbohydrates form 
a cornerstone of diet. In order to bring about 
absorption and utilization of carbohydrates, 
enzyme and vitamin systems must function 
at maximum efficiency. Serving in the dual 
role of starch digestant and vitamin concen- 
trate, KAPSEALS TAKA-COMBEX bring to 
nutritive treatment greater assurance that 
carbohydrates will be adequately digested 


and metabolized. 


4-COMBEN provides in each KAPSEAL: 


Taka-Diastase® gr. 
Vitamin B, 10 mg. 
Vitamin B, 10 mg. 
Vitamin B, 0.5 mg. 
Pantothenic acid (as the sodium salt) _ 3 mg. 
Nicotinamide 10 mg 


Vitamin C 30 mg 


plus other components of the vitamin B complex derived from liver. 


Available in bottles of 100 and 1000. 


PARKE, DAVIS & COMPANY: DETROIT 32, MICHIGAN 
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(B ECAU — E) Resmicon combines anion-exchange polyamine resin 


with natural gastric mucin. This combination means double- 


barrelled action for relief of pain and promotion of healing 


in peptic ulcer. 


( BECAUSE) Resmicon’s polyamine resin inactivates hydrochloric acid 


by physical adsorption, not by chemical “neutralizing” or “buffer- 


ing.” This physical action induces no alkalosis, no acid rebound, 
no depletion of body electrolytes, no formation of renal calculi, 
no toxic effects, no irritation, and no uncomfortable side effects 


such as constipation, diarrhea, eructation, or flatulence. 


—_acid-adsorbent demulcent 
j 


(B E CAU S E) Resmicon’s mucin provides a dense, tenacious coat- 


ing for the eroded area, as well as for the whole gastric mucosa. This 


mucinous film—highly resistant to penetration by HCI and pepsin— 


protects the ulcerated tissue and fosters healing. 


RESMICON tablets: gastric mucin, 170 mg.: anion-exchange 


polyamine resin, 500 mg.; supplied in bottles of 84 tablets. 


LABORATORIES 
Division Nutrition Research Laboratories 
Chicago 30, Illinois 
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THARTTS 
by,  FFFERVESCENT—SALINE 
Py ACTive ING 


BICARBONATE . LITHIUM CARBONATE 
TARTARIC ACID CITRIC ACID 


A pleasant, effervescent 


saline laxative which acts cet 
by osmosis to produce soft fluid bulk... Aperient * ,- 


stimulates peristalsis ... promotes prompt 


but gentle evacuation. Sy" 


Cathartic * 


Product of BRISTOL-MYERS ¢ 19 West 50th Street, New York 20, N. Y. * Average dose 


ting to Advertiser 


entle 
leasant 
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Diatrin 


Hydrochloride ‘warner’ 


The Outstanding 


Antihistaminic 


DIATRIN* hydrochloride ‘Warner’ 
provides prompt and effective 
relief of allergic symptoms 
with minimum by-effects. 


Unpleasant side-reactions such as 
drowsiness, lethargy, nausea, 
vomiting and dizziness are rarely 
encountered in the clinical use of 
DIATRIN* hydrochloride. 


In toxicity studies, DIATRIN* 
hydrochloride has been found to be 
approximately one-half to three 
times less toxic than other 
antihistaminic substances tested. 


William R. Warner & Co., Inc. 


NEW YORK e¢ ST. LOUIS 


DIATRIN* hydrochloride 
sugar-coated tablets, 
50 mg each, are 
available in bottles 
of 100 and 1000. 


*T. M. Reg. U.S. Pat. Off. 
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GEL “A” (ANTACID) 


> 


AMPHOJEL 


w 


GEL ‘'D" (DEMULCENT) 


5 10 1 20 25 30 35 40 
MINUTES 
The reaction rate of Amphojel and its component gels. 


the double action of AMPHOJEL 


Amphojel — Aluminum Hydroxide Gel, Alu- 
mina Gel Wyeth — is unique because it is 
a colloidal mixture of two essentially ditter- 
ent tvpes of alumina gel, one having an ant- 
acid effect... the other a demulcent action. 
The “antacid gel” instantly stops gastric 
corrosion and establishes a mildly acid 
environment. 

The “demulcent gel” provides a prolonged 
local protective effect, and might be likened 
to a ‘mineral mucin.” 

Thus, through its double action, Amphojel 
Gives VOU an ex ellent preparation tor use in 


the management of peptic ulcer. 


WYETH INCORPORATED, PHILADELPHIA 3, PA. 


antacid 
demuleent 
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